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Preface 


Readers of this Journal are familiar with our aim of presenting con- 
tributions of social science to the understanding and solution of important 
social problems. They are familiar, too, with the fact that this aim often 
presents us with a dilemma: On the one hand we have social problems of 
great magnitude, but for which the social scientist has little more to offer 
in the way of understanding than any other informed person; on the other 
hand we have a wealth of research which will no doubt contribute ulti- 
mately to our systematic knowledge of man and society, but which has 
little immediate applicability to social issues. 


The Journal attempts to deal with this dilemma by publishing num- 
bers of various types. Sometimes we decide that a problem is so important 
that we will ask social scientists to discuss it, even though they have no 
systematic research on which to base their conclusions. Sometimes we 
decide that a set of research studies are so interesting that our readers 
should know about them, even though it is difficult to see in what way 
they contribute to the understanding of any particular social issue. Some- 
times we are able to surmount the dilemma by publishing a number in 
which scientific research of high quality is brought to bear on an urgent 
practical problem. 


The present issue is happily of this last type. It is a report of a care- 
ful investigation, carried out by a team of social scientists, in an area in 
which systematic knowledge was previously lacking. This area is one 
which must be thoroughly understood if we are to make real progress in 
softening the impact of mental illness, and in restoring the mentally ill 
to useful lives in society. We think the articles presented by Drs, Clausen 
and Yarrow contribute enormously to this understanding. 


We are also printing in this issue a letter from Geoffrey Gorer, the 
distinguished British anthropologist. Mr. Gorer’s letter refers to some 
points made in our issue, “New Directions in the Study of National Char- 
acter” (Vol. XI, No. 2), and should be read in conjunction with that 
number. 


Joun Harpinc 
General Edito; 
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Introduction: 
Mental Illness and the Family 


John A. Clausen and Marian Radke Yarrow 


Somewhat over 180,000 persons in the U.S. are each year admitted 
for the first time to hospitals for the prolonged care of the mentally ill. 
Another 70-80,000 patients are readmitted to such hospitals, having 
previously been hospitalized for mental illness and then discharged. More 
than half of the new admissions are of persons 25-60 years of age— 
persons in the age range where family responsibilities are normally 
heaviest. Not all of these mentally ill persons are married, of course. 
Indeed, for certain categories of patients, inability to take on normal 
family responsibilities is a major manifestation of their illness. Exact 
statistics are lacking, but it appears that from one-third to one-half of 
the men and roughly two-thirds of the women who become mentally ill 
in the age range 25-60 have married and many of them have children. 

Any severe illness of a family member creates stresses for the rest of 
the family. Like other sick persons,.the mentally ill are unable, by virtue 
of their illness, to carry out normal life patterns. Moreover, mental illness 
usually expresses itself in deviant behavior and in interpersonal diffi- 
culties. Family routines are disrupted. Relationships within the family 
are strained, sometimes to the breaking point. As will be illustrated in 
the research reports that follow, the patient’s difficulties will often be 
“explained” in ways that exacerbate existing stresses and lead to bitter 
hostilities. The result may be anxiety for all members of the household 
and guilt and feelings of rejection for some. 

The consequences of mental illness in the family, then, manifest 
themselves not only in the removal of one member, but also in changes 
in the structure and functioning of the whole family, both during the 
illness and afterwards. The changes in relationships and in attitudes 
which take place prior to the hospitalization of the sick member may 
also be of great significance, either positively or negatively, for the 
patient’s return home after his hospital stay. The process of rehabilita- 
tion has its roots in conditions and relationships long antecedent to 
release from the hospital. 

One might anticipate that so substantial a practical problem, with 
so many aspects of significance for understanding the dynamics of human 
relationships, would have been thoroughly studied by social scientists. 
Unfortunately, this is not at all the case. With the exception of a few 
papers, primarily by psychiatric social workers who have drawn upon an 
intimate experience with the problems of families of mental patients 
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rather than upon systematic data, there is no research literature on the 
impact of mental illness upon the family. 

The Laboratory of Socio-environmental Studies, within the Research 
Branch of the National Institute of Mental Health, is developing a 
research program bearing upon significant sociological and social-psycho- 
logical issues relating to the cause, treatment and consequences of mental 
illness and aimed at increasing understanding of the cultural and social 
systems whereby mental illness is defined and dealt with. The staff of 
the Laboratory chose as its first major project the study of the impact of 
mental illness upon the family. The papers that follow are the initial 
reports of one phase of that project. 

These reports are based on the intensive longitudinal study of a 
relatively small number of families from which the husband is hospitalized 
for mental illness. The research here reported is concerned primarily 


with the perceptions and reactions of the wife of the patient, viewed | 


both as psychological and as cultural data. The major objectives of the 
authors have been to delineate the process whereby families adapt to 
mental illness and to distinguish variables in personality, culture, or in 
the social situations which significantly influence this process. Even with 
the small sample of families thus far studied, certain patternings of 
thought and behavior may be clearly documented. 

The first paper following this introduction describes more fully 
the general area of research, the conceptual framework and the design of 
the project. It also briefly describes the families studied, the method 
of data collection, and the continuing aspects of the study. It is, therefore, 
an introduction to the other papers in this issue. 

When mental illness develops, it seldom manifests itself in the 
guise of the popular stereotype of “insanity.” The interpretations made 
by the wife as the symptoms and signs of her husband’s illness appear and 
grow more and more difficult to cope with are to be understood most 
clearly when viewed in the contexts in which they emerge. Such an 


analysis is provided in the paper on “The Psychological Meaning of | 


Mental Illness.” 

Closely related to perceptions of the nature of the deviant person’s 
difficulties are the courses of consultation and action which are taken to 
get the patient to treatment. These are described in “Paths to the Mental 
Hospital,” which relies heavily on the previous paper for context. 

s.elated also to the psychological meaning of a family member’s 
mental illness are the responses of others who learn of the patient’s illness 
and the expectations and anxieties of the family regarding the reactions of 
others. Mental hygienists have striven to obliterate the stigma attached 
to mental illness, but the wives of patients in this study almost universally 
assume that the stigma is still there. The way in which they handle 
communication about the illness is dealt with in “The Social Meaning 
of Mental Illness.” 

During the husband’s hospitalization, the wife turns to the hospital 
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staff for various types of information, for reassurance, and, occasionally, 
for aid with her own emotional problems. Few wives have any knowledge 
about the operation of a mental hospital or the roles of various profes- 
sionals, but most have some expectations as to how medical personnel 
relate to the family of the patient. These expectations are often not 
congruent with those of the hospital psychiatrists, whose role is structured 
almost exclusively in terms of patient care. A description and analysis 
of the patient’s family is given in “The Wife of the Mental Patient and 
the Hospital Psychiatrist.” 

The final paper in this issue summarizes preliminary findings in 
areas of the research not covered by the previous papers and examines 
very briefly some of the practical implications of the research for mental 
health programs. 

Many persons have contributed to the planning and execution of 
this research. Other staff members of the National Institute of Mental 
Health have contributed varied forms of assistance. The staff of Saint 
Elizabeths Hospital helped in many ways to making this research possible. 
We wish particularly to thank Dr. Winfred Overholser, Superintendent, 
Dr. Addison Duval, Assistant Superintendent, Dr. Jay Hoffman, First 
Assistant Physician, Dr. Manson Pettit, Medical Officer in Charge of the 
Men’s Receiving Service, and members of the social service staff of 
Saint Elizabeths Hospital. To the families themselves, our debt can only 
be indirectly acknowledged; we hope that the results of the research will 
justify their participation in it. 








The Impact of Mental Illness: 


Research Formulation 


John A. Clausen, Mariar ‘adke Yarrow, 
Leila Calhoun Deasy, Charlotte Green Schwartz 


With few exceptions, studies of the families of mental patients have 
been focused on the parental family of the patient in an effort fo’ trace 
the etiology of illness. Almost no systematically collected data Efist_ to 
permit an analysis of what happens within the family group when a 
member develops a mental illness. There is relatively little information 
about the meaning of this kind of experience for the family and the 
nature of family-patient and family-“other” interactions during the 
period of symptomatic behavior and hospitalization. 

The purpose of the ongoing research reported in this collection of 
papers is to study the problems which the family faces when one of its 
members becomes mentally ill and is hospitalized in a mental hospital. 
Systematic data are obtained on: the process whereby the illness is 
defined and dealt with in the family; the course of the family’s function- 
ing during the illness, in terms of its members’ attempts to cope with the 
situation, both psychologically and materially; and the ways in which 
family members relate to each other, the patient, the hospital, and the 
society. . 

The impetus to undertake this research arose partly from the 
practical need for more knowledge about a problem area—one of consid- 
erable significance to hospital staffs and to those persons concerned with 
rehabilitation of the mentally ill. Equally important was the relationship 
of this study to other research on the family and to several theoretical 
problems in the field of social psychology. A paper by Truedley (9) and 
case histories in the literature had documented the disruptive effects of 
mental illness on family routines and normal patterns of relationship. 
A series of studies by Cavan and Ranck (3), Komarovsky (6), Angell (1), 
Koos (7) and Hill (5) had examined the impact upon family structure 
and functioning of various crises encountered during the depression and 
the war years. Other recent developments in research on social percep- 
tion (2), in role theory (4), and in the systematic analysis of the problem 
of deviance by Parsons (8) suggested to us additional facets which 
might be examined in a study of the impact of mental illness upon the 
family. 

Knowing the disruptive effects of mental illness, one may, in such 
a study, examine an instance of the breakdown of normal expectations 
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forged through months and years of interaction between the personalities 
that make up a family. Such expectations, sanctioned by shared values 
and loaded with emotional investment, must then be modified, or the 
relationships themselves are likely to be threatened. In any event, stress 
and anxiety are to be anticipated, both for the ill person—the deviant— 
and for the others in the family. The impact of mental illness may be 
viewed within several frameworks: (1) social perception under stress 
(changing perceptions of the deviant as his behavior fails to conform 
to expectation and when he is labeled a mental patient); (2) cultural 
modes of defining and dealing with mental illness; (3) different types 
of individual response to deviance, with emphasis on the consequences 
for the interpersonal relationships involved; (4) maintenance of morale 
or cohesiveness within the family group subjected to stress; and (5) 
changing role structure within a small group, the family, from which a 
member is temporarily removed and subsequently returned (in many 
instances, at least). These several ways of viewing the impact of mental 
illness upon the family will not all be equally developed, but all are 
being explored to some degree. 

Because the study began in a relatively uncharted field of investi- 
gation, we did not set out to test specific hypotheses but to identify and 


- understand significant dimensicns of this experience for the family. From 


a general knowledge of the impact of mental illness, certain assumptions 
were made about the general ‘characteristics of the situation for the 
family, which influenced the overall research plan. The situation con- 
fronting the wife may be characterized as: 


1. A situation in which there is likely to be a considerable lack of clarity 


& as to the meaning of the husband’s changed behavior and the means 


of coping with the resultant problems. 


2. A situation of change, in which the ground is shifting under the wife. 


. As the illness proceeds through various phases, her experiences might 


be described as a series of transitions from one unstable situation to 
another. The husband’s admission to the hospital, her new relationships 
with the hospital staff, the husband’s discharge and reintegration into 
the family require continuous attempts to deal with new aspects of the 
situation as they arise. 


3. A situation in which some of the inherent insecurities and anxieties 
cannot be relieved. For example, there are major questions concerning 
the nature and prognosis of the illness that cannot be answered readily. 


4. A situation from which the wife cannot (wholly) escape. 


Preliminary examination of the problem suggested also that restruc- 
turing of relationships in the family group and in the larger community 
is likely to occur as a consequence of changed status accompanying men- 
tal illness. 





1. It is likely that the wife of the mental patient will experience altered 
relationships with family and friends and be involved in new relation- 
ships such as those with the mental hospital staff. She may be expected 
to feel constrained, relieved, puzzled, etc., by the expectations of others. 


2. As a consequence of the loss of the husband to the functioning family, 
the wife’s roles within the family will, in many instances, be redefined. 
She will have to take over certain of the role functions previously car- 
ried out by her husband. 


These, then, seemed to us predominant characteristics of the situa- 
tion in which the wife finds herself during the period of her husband’s 
illness. It was also assumed that the way in which husband and wife 
interacted during the period of developing symptomatology of the hus- 
band and the way in which the wife related to her husband while he was 
in the hospital would have tremendous influence upon the kind of 
relationship that is resumed or created when the husband returns home 
after his illness. Again, it was anticipated that both the hospital staff and 
the wife would be motivated to help the husband but that, in some 
respects, their role relationships to the husband might be rivalrous or 
even conflict with one another. This suggested the desirability of attempt- 
ing to view the behaviors and expectations of wife and hospital staff in 
terms of the requirements of the largely separate social systems within 
which they operate. 


The Research Questions 


Within this orientation, five major research questions were formu- 
lated: 


I. How does the wife attempt to understand the meaning of her husband’s 
illness and how does she attempt to deal with its manifestations? 


II. How does the development of a mental illness affect the patterning of 
relationships within the family (especially the husband-wife relation- 
ship) before, during and after the hospitalization of the ill member; 
how does the patient’s spouse attempt to maintain the family unit, 


psychologically and materially? (Dealt with only peripherally in this 
issue. ) 


III. What are the expectations governing the wife’s contacts with the hos- 
pital staff and how are these contacts patterned? 


IV. What are the effects of the husband’s illness upon the wife’s orientation 
toward significant others, both within and outside the family? 


V. What are the wife’s attempts at (re)construction of the psychological 
future: her time perspective of the illness, her image of her husband, 
her anticipations or preoccupations concerning the post-treatment sit- 
uation? (Not reported in the pres.nt collection of papers.) 


The theoretical orientations governing analysis of these data will be 
discussed within the separate papers that bear upon these questions, 
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Sample 


The present analyses are based on a study of 33 families in which 
the husband is the patient. The sample is defined in terms of the charac- 
teristics of the husband-patient, specified as follows: white, married 
males, between 20 and 60 years of age, who were living with their wives 
at the time of hospitalization; first admissions tc a mental hospital with 
a diagnosis of psychosis or psychoneurosis, exclusive of seniles and psy- 
chopaths.* The criterion of first admission was used in order to throw 
into sharp relief the process of the family’s adjustments. Certain diagnostic 
categories (the senile and psychopathic personalities) were not included 
because it was felt that unique problems would have been introduced by 
their inclusion. The research design required a sample of patients with 
whom the total process of hospitalization could be studied; married pa- 
tients who were first admissions were chosen because of their relatively 
favorable prognosis. All patients were hospitalized at Saint Elizabeths 
Hospital, and all were residents of the District of Columbia or its Mary- 
land suburbs. 

The initial phase of the research was limited to one kind of con- 
figuration: the husband-father was the patient. Research now in progress 
centers around the illness of the mother-wife. 

Thirty-five wives were asked to participate, and only two rejected 
this request. Of the 33 families included in this study, roughly three-fifths 
were characterized as middle class or lower-middle class (in terms of 
occupation, education, and residence), and the remaining two-fifths were 
lower class, primarily upper-lower class, The majority of the sample (31 
of the husbands and 30 of the wives) were native-born Americans. 
Twenty-three of the couples had common religious backgrounds: 19 
Protestant, two Catholic, and two Jewish; nine of the marriages crossed 
Catholic-Protestant lines; and one crossed Jewish-Gentile lines. 

Except for the stress attendant upon the husband’s mental illness, 
our general impression was that these families did not differ markedly in 
their manifestations of warmth and cohesion (or of hostility and dissen- 
sion) from other families to which we have had access in cross-sectional 
surveys. Most of the husbands and nearly all of the wives seem to have 
been reasonably well liked, respected and responsible members of their 
community. 


Data Collection 


A series of intensive interviews with the wife of each of the patients 
provided the primary source of data. These interviews begin at the point 
at which the husband’s illness becomes a social fact, i.e., when he is hos- 
pitalized, and end six months after the husband’s return home, or at the 


*The intent had been also to avoid cases where continuing alcoholism had 
been a serious problem. In practice, this did not prove possible, since the diagnostic 
impression at admission often contained no reference to alcoholism. 
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end of the husband’s first year of hospitalization, depending upon his 
progress. 

In the initial contact with the prospective respondent (made by 
telephone) , the interviewer gave a general statement of the nature of the 
research and made an appointment to call upon the wife to explain the 
study more fully. It was made clear that the purpose of the study was not 
to provide services but to advance knowledge in an area of living that 
needed clarification. Interviews usually were held in the home of the 
respondent, and an attempt was made to see the respondent alone. 

The nature of the research objectives set the time schedule for 
interviews. The first interview was held as soon as possible (immediately) 
after hospitalization so that events preceding commitment might be 
reviewed with as little time lag as possible. Similarly, in order that there 
might be a continuing record of the wife’s effort to cope with the “shift- 
ing ground” and the problems attendant upon these shifts, interviews 
were closely spaced: weekly for the first month following hospital com- 
mitment and monthly thereafter until the husband’s discharge. The re- 
search attempted to carry the family through the time of the patient’s 
discharge from the hospital and his reintegration into the family. An 
arbitrary terminal point of one year was fixed, except that if, at the end 
of a year, discharge were imminent, the case would be continued until 
the husband had been back in the family for several months. 

An interview guide was used, but there was no precisely ordered set 
of questions. The interview guide insured that no area represented by the 
research questions referred to earlier would be neglected; the absence of 
specifically ordered questions permitted a freedom of communication 
which was thought to be desirable and functional. The respondent was 
asked to review the same areas time after time, in order that any changes 
in perceptions and interpretations might be noted, but she was not bound 
by limiting questions or categorical demands. The wife was confronted 
with recurrent requests that she review her problems, fears and conflicts 
and her tentative solutions. 

We have stated earlier that we sought to give no services and that 
we specifically disavowed any such intent; nevertheless, many of the 
wives have stated that they found the interviews helpful. Here they could 
talk about their problems in a situation which provided sympathetic at- 
tention and the security of anonymity. There can be little doubt that this 
aspect of the interviews contributed to the continuing willing participa- 
tion of the respondents. 
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The Psychological Meaning of Mental Illness 
in the Family 


Marian Radke Yarrow, Charlotte Green Schwartz, 
Harriet S. Murphy, Leila Calhoun Deasy 


The manifestations of mental illness are almost as varied as the 
spectrum of human behavior. Moreover, they are expressed not only in 
disturbance and functional impairment for the sick person but also in 
disruptive interactions with others. The mentally ill person is often, in 
his illness, a markedly deviant person, though certainly less so than the 
popular stereotype of the “insane.” One wonders what were the initial 
phases of the impact of mental illness upon those within the ill person’s 
social environment. How were the disorders of illness interpreted and 
tolerated? What did the patients, prior to hospitalization, communicate 
of their needs, and how did others—those closest to the ill persons— 
attempt, psychologically and behaviorally, to cope with the behavior? 
How did these persons come to be recognized by other family members 
as needing psychiatric help? 

This paper presents an analysis of cognitive and emotional problems 
encountered by the wife in coping with the mental illness of the husband. 
It is concerned with the factors which lead to the reorganization of the 
wife’s perceptions of her husband from a well man to a man who is 
mentally sick or in need of hospitalization in a mental hospital. The 
process whereby the wife attempts to understand and interpret her hus- 
band’s manifestations of mental illness is best communicated by consider- 
ing first the concrete details of a single wife’s experiences. The findings 


and interpretations based on the total sample are presented following the 
case analysis. 


Illustrative Case 


Robert F., a 35-year-old cab driver, was admitted to Saint Elizabeths 
Hospital with a diagnosis of schizophrenia. How did Mr, F. get to the 
mental hospital? Here is a very condensed version of what his wife told 
an interviewer a few weeks later. 

Mrs, F, related certain events, swift and dramatic, which led directly 
to the hospitalization. The day before admission, Mr. F. went shopping 
with his wife, which he never had done before, and expressed worry lest 
he lose her, This was in her words, “rather strange.” (His behavior is not 
in keeping with her expectations for him.) Later that day, Mr. F. thought 
a TV program was about him and that the set was “after him.” “Then 
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I was getting worried.” (She recognizes the bizarre nature of his reac- 
tions. She becomes concerned.) 

That night, Mr. F. kept talking. He reproached himself for not 
working enough to give his wife surprises. Suddenly, he exclaimed he did 
have a surprise for her—he was going to kill her. “I was petrified and 
said to him, ‘What do you mean?’ Then, he began to cry and told me 
not to let him hurt me and to do for him what I would want him to do 
for me. I asked him what was wrong. He said he had cancer. . . . He 
began talking about his grandfather’s mustache and said there was a 
worm growing out of it.” She remembered his watching little worms in 
the fish bowl and thought his idea came from that. Mr, F. said he had 
killed his grandfather. He asked Mrs. F. to forgive him and wondered if 
she were his mother or God. She denied this. He vowed he was being 
punished for killing people during the war. “I thought maybe . . . worry- 
ing about the war so much . . . had gotten the best of him. (She tries to 
understand his behavior. She stretches the range of normality to include 
it.) I thought he should see a psychiatrist . . . I don’t know how to 
explain it. He was shaking. I knew it was beyond what I could do... 
I was afraid of him . . . I thought he was losing his normal mental 
attitude and mentality, but I wouldn’t say that he was insane or crazy, 
because he had always bossed me around before . . .” (She shifts back 
and forth in thinking his problem is psychiatric and in feeling it is normal 
behavior that could be accounted-for in terms of their own experience.) 
Mr. F. talked on through the night. Sometime in the’ morning, he 
“seemed to straighten out” and drove his wife to work. (This behavior 
tends to balance out the preceding disturbed activities. She quickly re- 
turns to a normal referent.) 

At noon, Mr. F. walked into the store where his wife worked as a 
clerk. “I couldn’t make any sense of what he was saying. He kept getting 
angry because I wouldn’t talk to him. . . . Finally, the boss’ wife told me 
to go home.” En route, Mr. F. said his male organs were blown up and 
little seeds covered him. Mrs. F. denied seeing them and announced she 
planned to call his mother. “He began crying and I had to promise not 
to. I said, . . . ‘Don’t you think you should go to a psychiatrist?” and he 
said, ‘No, there is nothing wrong with me.’ . . . Then we came home, 
and I went to pay a bill. . .” (Again she considers, but is not fully com- 
mitted to, the idea that psychiatric help is needed.) 

Back at their apartment, Mr. F. talked of repairing his cab while 
Mrs. F. thought of returning to work and getting someone to call a doc- 
tor. Suddenly, he started chasing her around the apartment and growling 
like a lion. Mrs, F. screamed, Mr. F. ran out of the apartment, and Mrs. 
F, slammed and locked the door. “When he started roaring and growling, 
then I thought he was crazy. That wasn’t a human sound. You couldn’t 
say a thing to him . . .” Later, Mrs. F. learned that her husband went to 
a nearby church, created a scene, and was taken to the hospital by the 
police. (Thoroughly threatened, she defines problem as psychiatric.) 
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What occurred before these events which precipitated the hospitali- 
zation? Going back to their early married life, approximately three years 
before hospitalization, Mrs. F. told of her husband’s irregular work 
habits and long-standing complaints of severe headaches. “When we were 
first married, he didn’t work much and I didn’t worry as long as we could 
pay the bills.” Mrs. F. figured they were just married and wanted to be 
together a lot. (Personal norms and expectations are built up.) 

At Thanksgiving, six months after marriage, Mr. F. “got sick and 
stopped working.” During the war he contracted malaria, he explained, 
which always recurred at that time of year. “He wouldn’t get out of bed 
or eat... . He thought he was constipated and he had nightmares. .. . 
What I noticed most was his perspiring so much. He was crabby. You 
couldn’t get him to go to a doctor. . . . I noticed he was nervous. He’s 
always been a nervous person. . . . Any little thing that would go wrong 
would upset him—if I didn’t get a drawer closed right. . . . His friends 
are nervous, too. . . . I came to the conclusion that maybe I was happy- 
go-lucky and everyone else was a bundle of nerves. . . . For a cab driver, 
he worked hard—most cab drivers loaf. When he felt good, he worked 
hard. He didn’t work so hard when he didn’t.” (She adapts to his be- 
havior. The atypical is normalized as his type of personality and appro- 
priate to his subculture.) 

As the months and years went by, Mrs. F. changed jobs frequently, 
but she worked more regularly than did her husband. He continued to 
work sporadically, get sick intermittently, appear “nervous and tense” 
and refrain from seeking medical care. Mrs. F. “couldn’t say what was 
wrong.” She had first one idea, then another, about his behavior. “I knew 
it wasn’t right for him to be acting sick like he did.” Then, “I was 
beginning to think he was getting lazy because there wasn’t anything I 
could see.” During one period, Mrs. F. surmised he was carrying on with 
another woman. “I was right on the verge of going, until he explained it 
wasn’t anyone else.” (There is a building up of deviant behavior to a 
point near her tolerance limits. Her interpretations shift repeatedly.) 

About two and a half years before admission, Mrs. F. began talking 
to friends about her husband’s actions and her lack of success in getting 
him to a doctor. “I got disgusted and said if he didn’t go to a doctor, I 
would leave him. I got Bill (the owner of Mr. F.’s cab) to talk to him. 
. .. I begged, threatened, fussed . . .” After that, Mr. F. went to a VA 
doctor for one visit, overslept for his second appointment and never re- 
turned. He said the doctor told him nothing was wrong. 

When Mr. F. was well and working, Mrs. F. “never stopped to think 
about it.” “You live from day to day. . . When something isn’t nice, I 
don’t think about it. If you stop to think about things, you can worry 
yourself sick. . . He said he wished he could live in my world. He’d never 
seem to be able to put his thinking off the way I do...” (Her mode of 
operating permits her to tolerate his behavior.) 

Concurrently, other situations confronted Mrs. F. Off and on, Mr. F. 
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talked of a coming revolution as a result of which Negroes and Jews 
would take over the world. If Mrs, F. argued that she didn’t believe it, 
Mr. F. called her “dumb” and “stupid.” “The best thing to do was to 
change the subject.” Eighteen months before admission, Mr. F. began 
awakening his wife to tell of nightmares about wartime experiences, but 
she “didn’t think about it.” Three months later, he decided he wanted 
to do something besides drive a cab. He worked on an invention but 
discovered it was patented. Then, he began to write a book about his 
wartime experiences and science. “If you saw what he wrote, you couldn’t 
see anything wrong with it... . He just wasn’t making any money.” Mrs. 
F. did think it was “silly” when Mr. F. went to talk to Einstein about 
his ideas and couldn’t understand why he didn’t talk to someone in town. 
Nevertheless, she accompanied him on the trip. (With the further accu- 
mulation of deviant behavior, she becomes less and less able to tolerate 
it. The perceived seriousness of his condition is attenuated so long as she 
is able to find something acceptable or understandable in his behavior.) 

Three days before admission, Mr. F. stopped taking baths and 
changing clothes. Two nights before admission, he awakened his wife to 
tell her he had just figured out that the book he was writing had nothing 
to do with science or the world, only with himself. “He said he had been 
worrying about things for ten years and that writing a book solved what 
had been worrying him for ten years.” Mrs. F. told him to burn his 
writings if they had nothing to do with science. It was the following 
morning that Mrs. F. first noticed her husband’s behavior as “rather 
strange.” 

In the long prelude to Mr, F.’s hospitalization, one can see many of 
the difficulties which arise for the wife as the husband’s behavior no 
longer conforms and as it strains the limits of the wife’s expectations for 
him, At some stage the wife defines the situation as one requiring help, 
eventually psychiatric help. Our analysis is concerned primarily with the 
process of the wife’s getting to this stage in interpreting and responding 
to the husband’s behavior. In the preceding case are many reactions 
which appear as general trends in the data group. These trends can be 
systematized in terms of the following focal aspects of the process: 


1. The wife’s threshold for initially discerning a problem depends on the 
accumulation of various kinds of behavior which are not readily under- 
standable or acceptable to her. 


2. This accumulation forces upon the wife the necessity for examining 
and adjusting expectations for herself and her husband which permit 
her to account for his behavior. 


3. The wife is in an “overlapping” situation, of problem—not problem or 
of normal—not normal. Her interpretations shift back and forth. 


4, Adaptations to the atypical behavior of the husband occur. There is 
testing and waiting for additional cues in coming to any given inter- 
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pretation, as in most problem solving. The wife mobilizes strong defenses 
against the husband’s deviant behavior. These defenses take form in such 
reactions as denying, attenuating, balancing and normalizing the hus- 
band’s problems. 

5. Eventua.ly there is a threshold point at which the perception breaks, 
when the wife comes to the relatively stable conclusion that the prob- 
lem is a psychiatric one and/or that she cannot alone cope with the 
husband’s behavior. 


These processes are elaborated in the following analysis of the wives’ 
responses, 


Method of Data Collection 


Ideally, to study this problem one might like to interview the wives 
as they struggled with the developing illness. This is precluded, however, 
by the fact that the problem is not “visible” until psychiatric help is 
sought. The data, therefore, are the wives’ reconstructions of their earlier 
experiences and accounts of their current reactions during the husband’s 
hospitalization. 

It is recognized that recollections of the prehospital period may well 
include systematic biases, such as distortions, omissions and increased 
organization and clarity. As a reliability check, a number of wives, just 
before the husband’s discharge from the hospital, were asked again to 
describe the events and feelings of the prehospital period. In general, the 
two reports are markedly similar; often details are added and others are 
elaborated, but events tend to be substantially the same. While this check 
attests to the consistency of the wives’ reporting, it has, of course, the con- 
tamination of overlearning which comes from many retellings of these 
events. 


The Beginnings of the Wife’s Concern 


In the early interviews, the wife was asked to describe the begin- 
nings of the problem which led to her husband’s hospitalization. (“Could 
you tell me when you first noticed that your husband was different?) 
This question was intended to provide an orientation for the wife to 
reconstruct the sequence and details of events and feelings which charac- 
terized the period preceding hospitalization. The interviewer provided a 
minimum of structuring in order that the wife’s emphases and organiza- 
tion could be obtained. P 

In retrospect, the wives usually cannot pinpoint the time the hus- 
band’s problem emerged. Neither can they clearly carve it out from the 
contexts of the husband’s personality and family expectations. The sub- 
jective beginnings are seldom localized in a single strange or disturbing 
reaction on the husband’s part but rather in the piling up of behavior 
and feelings. We have seen this process for Mrs. F. There is a similar 
accumulation for the majority of wives, although the time periods and 
kinds of reported behavior vary. Thus, Mrs. Q., verbalizes the impact of 
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a concentration of changes which occur within a period of a few weeks. 
Her explicit recognition of a problem comes when she adds up this array: 
her husband stays out late, doesn’t eat or sleep, has obscene thoughts, 
argues with her, hits her, talks continuously, “cannot appreciate the 
beautiful scene,” and “cannot appreciate me or the baby.” 

The problem behaviors reported by the wives are given in Table 1. 
They are ordered roughly; the behaviors listed first occurred primarily, 
but not exclusively, within the family; those later occurred in the more 
public domain. Whether the behavior is public or private does not seem 
to be a very significant factor in determining the wife’s threshold for 
perceiving a problem, 


TABLE 1 


REPORTED PROBLEM BEHAVIOR AT TIME OF THE WIFE’s INITIAL CONCERN 
AND AT TIME OF THE HusBANp’s ADMISSION TO HosPITAL 











INITIALLY At Hospritat ADMISSION 
PsycHo- PsycHo- 
ProBLEM BEHAVIOR PsycHOTICS NEUROTICS PsyCHOTICS NEUROTICS 
N N N N 
Physical problems, complaints, 
worries 12 5 7 5 
Deviations from routines of : 
behavior 17 9 1s 9 
Expressions of inadequacy or 
hopelessness + 1 5 2 
Nervous, irritable, worried 19 10 18 
Withdrawal (verbal, physical) 5 1 6 
Changes or accentuations in 
personality “traits” (slovenly, 
deceptive, forgetful) 5 6 7 6 


Aggressive or assaultive and 


suicidal behavior 6 3 10 6 


Strange or bizarre thoughts, 
delusions, hallucinations and 





strange behavior 11 1 15 2 
Excessive drinking 4 rj 3 4 
Violation of codes of “decency” 3 1 3 
Number of Respondents 23 10 23 10 





There are many indications that these behaviors, now organized as a 
problem, have occurred many times before. This is especially true where 
alcoholism, physical complaints or personality “weaknesses” enter the 
picture, The wives indicate how, earlier, they had assimilated these 
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characteristics into their own expectations in a variety of ways: the char- 
acteristics were congruent with their image of their husbands, they fitted 
their differential standards for men and women (men being less able to 
stand up to troubles) , they had social or environmental justifications, etc. 
When and how behavior becomes defined as problematic appears to 
be a highly individual matter, In some instances, it is when the wife can 
no longer manage her husband (he will no longer respond to her usual 
prods) ; in others, when his behavior destroys the status quo (when her 
goals and living routines are disorganized) ; and, in still others, when she 
cannot explain his behavior. One can speculate that her level of toler- 
ance for his behavior is a function of her specific personality needs and 
vulnerabilities, her personal and family value systems and the social sup- 
ports and prohibitions regarding the husband’s symptomatic behavior. 


Initial- Interpretations of Husband’s Problem 


Once the behavior is organized as a problem, it tends also to be 
interpreted as some particular kind of problem. More often than not, 
however, the husband’s difficulties are not seen initially as manifestations 
of mental illness or even as emotional problems (Table 2). 


TABLE 2 


INITIAL INTERPRETATIONS OF THE HuUSBAND’s BEHAVIOR 








INTERPRETATION PsycHorTIcs PsYCHONEUROTICS 
N N 





Nothing really wrong 3 0 


“Character” weakness and 
“controllable” behavior 





(lazy, mean, etc.) 6 3 
Physical problem 6 0 
Normal response to crisis 3 1 
Mildly emotionally disturbed 1 2 
“Something” seriously wrong 2 2 
Serious emotional or mental 

problem 2 2 
Number of Respondents 23 10 





Early interpretations often tend to be organized around physical 
difficulties (18% of cases) or “character” problems (27%). To a very 
marked degree, these orientations grow out of the wives’ long-standing 
appraisals of their husbands as weak and ineffective or physically sick 
men. These wives describe their husbands as spoiled, lacking will-power, 
exaggerating little complaints and acting like babies. This is especially 
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marked where alcoholism complicates the husband’s symptomatology. For 
example, Mrs. Y., whose husband was chronically alcoholic, aggressive 
and threatening to her, “raving,” and who “chewed his nails until they 
almost bled,” interprets his difficulty thus: “He was just spoiled rotten. 
He never outgrew it. He told me when he was a child he could get his 
own way if he insisted, and he is still that way.” This quotation is the 
prototype of many of its kind. 

Some wives, on the other hand, locate the problem in the environ- 
ment. They expect the husband to change as the environmental crisis 
subsides. Several wives, while enumerating difficulties and concluding 
that there is a problem, in the same breath say it is really nothing to be 
concerned about. 

Where the wives interpret the husband’s difficulty as emotional in 
nature, they tend to be inconsistently “judgmental” and “understanding.” 
The psychoneurotics are more often perceived initially by their wives as 
having emotional problems or as being mentally ill than are the psy- 
chotics, This is true even though many more clinical signs (bizarre, con- 
fused, delusional, aggressive and disoriented behavior) are reported by 
the wives of the psychotics than of the psychoneurotics. 

Initial interpretations, whatever their content, are seldom held with 
great confidence by the wives. Many recall their early reactions to their 
husbands’ behaviors as full of puzzling confusion and uncertainty. Some- 
thing is wrong, they know, but, in general, they stop short of a firm 
explanation. Thus, Mrs. M. reports, “He was kind of worried. He was 
kind of worried before, not exactly worried . . .” She thought of his 
many physical complaints; she “racked” her “brain” and told her hus- 
band, “Of course, he didn’t feel good.” Finally, he stayed home from 
work with “no special complaints, just blah,” and she “began to realize 
it was more deeply seated.” 


Changing Perceptions of the Husband’s Problem 


The fog and uneasiness in. the wife’s early attempts to understand 
and cope with the husband’s difficulties are followed, typically, by painful 
psychological struggles to resolve the uncertainties and to change the cur- 
rent situation. Usually, the wife’s perceptions of the husband’s problems 
undergo a series of changes before hospitalization is sought or effected, 
irrespective of the length of time elapsing between the beginnings of 
concern and hospitalization. 

Viewing these changes macroscopically, three relatively distinct pat- 
terns of successive redefinitions of the husband’s problems are apparent. 
One sequence (slightly less than half the cases) is characterized by a 
progressive intensification; interpretations are altered in a definite direc- 
tion—toward seeing the problem as mental illness. Mrs. O. illustrates this 
progression. Initially, she thought her husband was “unsure of himself.” 
“He was worried, too, about getting old.” These ideas moved to: “He’d 
drink to forget. . . . He just didn’t have the confidence. . . . He’d forget 
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little things. . . . He’d wear a suit weeks on end if I didn’t take it away 
from him. . . . He’d say nasty things.” Then, when Mr. O. seemed “so 
confused,” “to forget all kinds of things . . . where he’d come from... 
to go to work,” and made “nasty, cutting remarks all the time,” she began 
to think in terms of a serious personality disturbance. “I did think he 
knew that something was wrong . . . that he was sick. He was never any 
different this last while and I couldn’t stand it any more. . . . You don’t 
know what a relief it was . . .” (when he was hospitalized). The hus- 


band’s drinking, his failure to be tidy, his nastiness, etc., lose significance | 


in their own right. They move from emphasis to relief and are recast as 
signs of “something deeper,” something that brought “it” on. 


Some wives whose interpretations move in the direction of seeing 
their husbands as mentally ill hold conceptions of mental illness and of 
personality that do not permit assigning the husband all aspects of the 
sick role. Frequently, they use the interpretation of mental illness as an 
angry epithet or as a threatening prediction for the husband. This is 
exemplified in such references as: “I told him he should have his head 
examined,” “I called him a half-wit,” “I told him if he’s not careful, 
he’ll be a mental case.” To many of these wives, the hospital is regarded 
as the “end of the road.” 


Other wives showing this pattern of change hold conceptions of 


emotional disturbance which more easily permit them to assign to their | 





husbands the role of patient as the signs of illness become more apparent. | 


They do not as often regard hospitalization in a mental hospital as the 
“last step.” Nevertheless, their feelings toward their husbands may con- 


tain components equally as angry and rejecting as those of the wives | 


with the less sophisticated ideas regarding mental illness. 


A somewhat different pattern of sequential changes in interpreting | 


the husband’s difficulties (about one-fifth of the cases) is to be found 
among wives who appear to cast around for situationally and momen- 
tarily adequate explanations. As the situation changes or as the husband’s 
behavior changes, these wives find reasons and excuses but lack an under- 
lying or synthesizing theory. Successive interpretations tend to bear little 
relation to one another. Situational factors tend to lead them to seeing 


their husbands as mentally ill. Immediate, serious and direct physical | 


threats or the influence of others may be the deciding factor. For example, 
a friend or employer may insist that the husband see a psychiatrist, and 
the wife goes along with the decision. 

A third pattern of successive redefinitions (slightly less than one- 
third of the cases) revolves around an orientation outside the framework 
of emotional problems or mental illness, In these cases, the wife’s specific 
explanations change but pivot around a denial that the husband is 
mentally ill. 

A few wives seem not to change their interpretations about their 
husband’s difficulties. They maintain the same explanation throughout 
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the development of his illness, some within the psychiatric framework, 
others rigidly outside that framework. 

Despite the characteristic shiftings in interpretations, in the group 
as a whole, there tend to be persisting underlying themes in the individ- 
ual wife’s perceptions that remain essentially unaltered. These themes 
are a function of her systems of thinking about normality and abnormal- 
ity and about valued and devalued behavior. 


The Process of Recognizing the Husband’s Problem as Mental Illness 


In the total situation confronting the wife, there are a number of 
factors, apparent in our data, which make it difficult for the wife to 
recognize and accept the husband’s behavior in a mental-emotional- 
psychiatric framework. Many cross-currents seem to influence the process. 

The husband’s behavior itself is a fluctuating stimulus. He is not 
worried and complaining all of the time. His delusions and hallucinations 
may not persist. His hostility toward the wife may be followed by warm 
attentiveness. She has, then, the problem of deciding whether his 
“strange” behavior is significant. The greater saliency of one or the other 
of his responses at any moment of time depends in some degree upon the 
behavior sequence which has occurred most recently. 

The relationship between husband and wife also supplies a variety 
of images and contexts which can justify varied conclusions about the 
husband’s current behavior, The wife is likely to adapt to behavior which 
occurs in their day to day relationships. Therefore, symptomatic reactions 
which are intensifications of long-standing response patterns become part 
of the fabric of life and are not easily disentangled as “symptomatic.” 

Communications between husband and wife regarding the husband’s 
difficulties act sometimes to impede and sometimes to further the process 
of seeing the difficulties within a psychiatric framework. We have seen 
both kinds of influences in our data, Mr. and Mrs. F, were quite unable 
to communicate effectively about Mr. F.’s problems. On the one hand, 
he counters his wife’s urging that he see a doctor with denials that any- 
thing is wrong. On the other hand, in his own way through his symptoms, 
he tries to communicate his problems (pp. 14 and 15), but she responds 
only to his verbalized statements, taking them at face value. 

Mr. and Mrs. K. participate together quite differently, examining 
Mr. K.’s fears that he is being followed by the F.B.I., that their house 
has been wired and that he is going to be fired. His wife tentatively 
shares his suspicions, At the same time, they discuss the possibility of 
paranoid reactions. 

The larger social context contributes, too, in the wife’s perceptual 
tug of war. Others with whom she can compare her husband provide 
contrasts to his deviance, but others (Mr. F.’s nervous friends) also pro- 
vide parallels to his problems. The “outsiders,” seeing less of her husband, 
often discount the wife’s alarm when she presses them for opinions, In 
other instances, the friend or employer, less adapted to or defended 
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against the husband’s symptoms, helps her to define his problem as 
psychiatric. 

This task before the wife, of defining her husband’s difficulties, can 
be conceptualized as an “overlapping” situation (in Lewin’s terms), in 
which the relative potencies of the several effective influences fluctuate. 
The wife is responding to the various sets of forces simultaneously. Thus, 
several conclusions or interpretations of the problem are simultaneously 
“suspended in balance,” and they shift back and forth in emphasis and 
relief. Seldom, however, does she seem to be balancing off clear-cut 
alternatives, such as physical versus mental. Her complex perceptions 
(even those of Mrs. F. who is extreme in misperceiving cues) are more 
“sophisticated” than the casual questioner might be led to conclude. 

Thus far, we have ignored the personally threatening aspects of 
recognizing mental illness in one’s spouse, and the defenses which are 
mobilized to meet this threat. It is assumed that it is threatening to the 
wife not only to realize that the husband is mentally ill but further to 
consider her own possible role in the development of the disorder, to give 
up modes of relating to her husband that may have had satisfactions for 
her and to see a future as the wife of a mental patient. Our data provide 
systematic information only on the first aspect of this problem, on the 
forms of defense against the recognition of the illness. One or more of 
the following defenses are manifested in three-fourths of our cases. 

The most obvious form of defense in the wife’s response is the 
tendency to normalize the husband’s neurotic and psychotic symptoms. 
His behavior is explained, justified or made acceptable by seeing it also in 
herself or by assuring herself that the particular behavior occurs again 
and again among persons who are not ill. Illustrative of this reaction is 
the wife who reports her husband’s hallucinations and assures herself 
that this is normal because she herself heard voices when she was in the 
menopause. Another wife responds to her husband’s physical complaints, 
fears, worries, nightmares, and delusions with “A lot of normal people 
think there’s something wrong when there isn’t. I think men are that 
way; his father is that way.” 

When behavior cannot be normalized, it can be made to seem less 
severe or less important in a total picture than an outsider might see it. 
By finding some grounds for the behavior or something explainable about 
it, the wife achieves at least momentary attenuation of the seriousness of 
it. Thus, Mrs. F. is able to discount partly the strangeness of her hus- 
band’s descriptions of the worms growing out of his grandfather’s mus- 
tache when she recalls his watching the worms in the fish bowl. There 
may be attenuation, too, by seeing the behavior as “momentary” (“You 
could talk him out of his ideas.” ) or by rethinking the problem and seeing 
it in a different light. 

By balancing acceptable with unacceptable behavior or “strange” 
with “normal” behavior, some wives can conclude that the husband 
is not seriously disturbed. Thus, it is very important to Mrs. R. that her 
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husband kissed her goodbye before he left for the hospital. This response 
cancels out his hostile feelings toward her and the possibility that he is 
mentally ill. Similarly, Mrs. V. reasons that her husband cannot be “out 
of his mind” for he had reminded her of things she must not forget to 
do when he went to the hospital. 

Defense sometimes amounts to a thorough-going denial. This takes 
the form of denying that the behavior perceived can be interpreted in 
an emotional or psychiatric framework. In some instances, the wife 
reports vividly on such behavior as repeated thoughts of suicide, efforts 
to harm her and the like and sums it up with “I thought it was just 
a whim.” Other wives bend their efforts toward proving the implausi- 
bility of mental illness. 

After the husband is hospitalized, it might be expected that these 
denials would decrease to a negligible level. This is not wholly the case, 
however. A breakdown of the wives’ interpretations just following the 
husband’s admission to the hospital shows that roughly a fifth still 
interpret the husband’s behavior in another framework than that of a 
serious emotional problem or mental illness. Another fifth ambivalently 
and sporadically interpret the behavior as an emotional or mental 
problem. The remainder hold relatively stable interpretations within 
this framework. 

After the husband has been hospitalized for some time, many wives 
reflect on their earlier tendencies to avoid a definition of mental illness. 
Such reactions are almost identically described by these wives: “I put 
it out of my mind—I didn’t want to face it—anything but a mental 
illness.” “Maybe I was aware of it, But you know you push things away 
from you and keep hoping.” “Now you think maybe you should have 
known about it. Maybe you should have done more than you did and 
that worries me.” 


Discussion 


The findings on the perceptions of mental illness by the wives of 
patients are in line with general findings in studies of perception. Behav- 
ior which is unfamiliar and incongruent and unlikely in terms of current 
expectations and needs will not be readily recognized, and stressful or 
threatening stimuli will tend to be misperceived or perceived with diffi- 
culty or delay. 

We have attempted to describe the factors which help the wife 
maintain a picture of her husband as normal and those which push 
her in the direction of accepting a psychiatric definition of his problem. 
The kind and intensity of the symptomatic behavior, its persistence over 
time, the husband’s interpretation of his problem, interpretations and 
defining actions of others, including professionals, all play a role. In 
addition, the wives come to this experience with different conceptions 
of psychological processes and of the nature of emotional illness, itself, 
as well as with different tolerances for emotional disturbance. As we have 
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seen, there are also many supports in society for maintaining a picture 
of normality concerning the husband’s behavior. Social pressures and 
expectations not only keep behavior in line but to great extent perceptions 
of behavior as well. 

There are implications of these findings both for those who are 
working in the field of prevention of mental illness and early detection 
of emotional disturbance as well as for the rehabilitation worker. They 
suggest that to acquaint the public with the nature of mental illness by 
describing psychotic behavior and emphasizing its nonthreatening aspect 
is, after all, an intellectualization and not likely to be effective in dealing 
with the threatening aspects of recognizing mental illness which we have 
described, Further, it is not enough simply to recognize the fact that the 
rehabilitation of patients is affected by the attitudes and feelings of the 
family toward the patient and his illness. Perhaps a better acceptance of 
the patient can be developed if families who have been unable to deal 
with the problem of the illness are helped to work through this experience 
and to deal with their difficulties in accepting the illness and what 
remains of it after the patient leaves the hospital. 
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Paths to the Mental Hospital 


John A. Clausen and Marian Radke Yarrow 


A major objective in the development of mental health services has 
been to provide treatment as early as possible in the course of the illness. 
In order to achieve this objective it is necessary both that adequate 
treatment services be available and that they be perceived as available 
and necessary by the patient and/or his family. The previous paper has 
examined the wife’s efforts to interpret and define her husband’s behavior 
as signs of mental illness became manifest. Here our focus will be upon 
the steps by which hospitalization itself is arrived at. These are clearly 
two aspects of the same phenomenon which cannot be wholly separated: 
actions taken depend on what the actors see as the nature of the problem 
facing them, and in turn perceptions as to the nature of the problem are 
modified by the actions and interpretations of others involved in the 


_ process of dealing with the patient. Recognizing this fact, we shall here 


abstract certain dimensions for separate examination, relying upon the 
previous paper for background and wider understanding of the process. 
We shall be concerned with these questions: Who defines and who assists 
in defining the nature of the patient’s difficulty? What persons, lay or 
professional, enter into the process of dealing with the patient and 
getting him to treatment? What persons, beliefs or circumstances either 
facilitate or hinder effective action in getting the patient to psychiatric 
treatment or to the mental hospital? 


Modes of Admission to the Hospital 


There are three major modes of admission to Saint Elizabeths Hos- 
pital: (1) legal commitment by the Mental Hygiene Commission, usually 
after temporary hospitalization in the psychiatric wards of the District 
of Columbia General Hospital, (2) direct commitment to Saint Eliza- 
beths on court order, requiring the services of an attorney to draw up 
the necessary papers and supporting advice to the court by two psychia- 
trists, and (3) voluntary admission either on direct request by the patient 
or through the Veterans Administration. As might be anticipated, 
psychotic patients are usually committed and neurotic patients are most 
often admitted on their own request: 17 of 23 psychotic patients in 
our sample and 2 of 10 neurotics were committed. 

Most often commitment represented hospitalization against the 
patient’s wishes, though in several instances psychotic patients requested 
hospitalization at the D. C. General Hospital and were subsequently 
committed to Saint Elizabeths, “Voluntary admission” seldom meant 
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that the patient himself sought hospitalization. Most often it represented 
a degree of acquiescence to strong pressures from the wife, the husband’s 
parents or a physician. Even when such pressures were partially resisted 
and resented by the husband, however, this mode of admission to the 
hospital was seldom as traumatic to the patient and his family as was 
commitment. Commitment frequently entailed the wife’s having to 
testify at the hearing of the Mental Hygiene Commission as to why the 
husband should be hospitalized against his wishes. In several such 
instances the husband reproached the wife for “betraying” him. Some 
of the husbands subsequently indicated their understanding and accept- 
ance of the wife’s role in commitment; others remained bitter. In either 
instance the wife was likely to retain feelings of guilt and shame. 

Direct legal commitment from the home was accomplished in only 
two cases. In both instances the family had close personal ties with a 
lawyer who prepared the necessary papers. In many instances, however, 
the way that the patients came to be admitted to the hospital seemed 
almost fortuitous. Most often there were repeated efforts not only to 
define the nature of the husband’s problem but also to find an appropriate 
way of dealing with it; discontinuities and blocks to effective action were 
the rule rather than the exception. That is, there was seldom a consistent 
progression of steps toward identification and treatment of the illness. 
Many efforts to find a solution led only to “dead ends.” A brief return 
to the case of Mr. F., cited in the previous paper, will illustrate certain 
typical problems and serve as a point of departure for presenting more 
systematic data. 


An Illustrative Case 


In the early months of their marriage, Mr. F. had appeared tired 
and nervous, had occasional nightmares, and said he had malaria. It will 
be recalled that his wife urged him to go to the doctor in order to deal 
with this problem, but Mr. F. refused to go until both his wife and his 
boss put considerable pressure on him to do so. When he finally went, 
he reported that the doctor had said he was all right. Mrs. F. had no 
contact with the physician. She knew only that her husband had been 
scheduled to return for another appointment, which he did not keep. 
The lack of communication between wife and physician, coupled with 
the husband’s refusal to cooperate with the physician, made this contact 
a dead end. 

In subsequent months, Mrs. F.’s father commented on her husband’s 
seeming “nervous and tense,” a friend reported him as “more nervous 
than I have ever seen him,” and Mr, F.’s boss told her he “seemed very 
much worried about something.” Each of these comments quite clearly 
registered on Mrs. F., who seems to have talked to a good many people 
about her husband, but apparently no one suggested any sort of treat- 
ment for Mr. F. Mrs. F. did not seriously think of psychiatric care for 
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her husband until after he had expressed the delusion that the TV set 
was after him and had said that his “surprise” for his wife was that he 
was going to kill her. She discussed her problem with a co-worker, who 
advised her to have her husband put in a hospital, but first to call his 
parents and tell them about his behavior so that they would not blame 
her for “putting him away.” When she suggested to her husband at 
this point that a psychiatrist might be able to help him, he said that 
there was nothing wrong. 

As we have seen, hospitalization was then arranged by virtue of 
Mr. F.’s having made a public disturbance and having been taken to 
the psychiatric ward of the general hospital by the police. The definition 
of Mr. F.’s problem was reasonably clear to his wife at this point, but 
his final hospitalization had not been achieved. At the Mental Hygiene 
Commission hearing, Mr. F. seemed quite normal again, and rather 
than commit him, it was suggested that the family might arrange for 
his hospitalization at a Veterans Administration hospital. Mrs. F. agreed 
and felt that she could manage to look after her husband for the few 
days that she assumed would be required. There was, however, a waiting 
list at the appropriate VA hospital, so a delay was inevitable. Within 
the next ten days Mr. F. again became acutely disturbed, this time 


assaulting a friend. His wife’s report well expresses the difficulty of 


arranging for hospitalization of a mental patient if one does not know 
the proper channels: “For two hours we called all the hospitals, including 
the VA hospital. None of them would take him except D, C. General. 
We finally called a fire department ambulance which took him there.” 

The length of time which elapsed between his wife’s first feeling 
something was wrong and Mr. F.’s hospitalization was unusually long for 
cases of psychosis. Further, Mrs, F. seems to have talked more with 
friends and to have had less contact with the various categories of pro- 
fessional personnel who might help in defining the problem than is true 
in most of our cases. On the other hand, certain elements of the descrip- 
tion which has been presented are quite typical. The wife, more than 
anyone else, was aware of the totality of her husband’s behavior. Within 
this totality, a focal point of concern was for a long time the series of 
somatic complaints: She believed that her husband had malaria which 
he had contracted during the war and which she felt might explain his 
nervousness and his nightmares. Getting him to a doctor seemed to be the 
desirable way of dealing with the problem. As we have noted, however, 
there was no effective communication between the wife and the physician. 

Beyond seeking to deal with his illness, Mrs. F. does not seem to 
have been aware of any alternatives other than continuing to live rather 
haphazardly with her husband, leaving him, or, in the final stages, having 
him committed to a mental hospital. In many other cases, at times of 
crisis the wife encountered friends or professionals who were able to 
point out to her different ways of trying to get the husband to treatment 
or to arrange his hospitalization. Chance factors frequently speeded up 
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or delayed the taking of effective action. In the case of Mr. F., no posi- 
tive aids of this sort materialized. 


The Role of the Wives 


Despite the fact that most wives initially failed to recognize the 
nature of the husband’s problem, it was the wives who most often did 
make the initial definition that something was wrong and who had the 
greatest influence in getting the husband to treatment. We have already 
noted that the wife was familiar with a wider segment of her husband’s 
behavior than was anyone else. If a knowledge of his idiosyncrasies some- 
times kept her, for a time, from recognizing the nature of the husband’s 
distress, the exigencies of day to day living required that she attempt to 
cope with the husband’s changed behavior. 

If the husband’s symptomatic behavior was complicated by physical 
illness, the wife frequently turned or urged her husband to turn to the 
family doctor or another physician for treatment, or at least for diagnosis. 
If, on the other hand, it was seen as evidence of meanness or weak 
character, the wife often attempted over long periods to argue with her 
husband, to moralize, recriminate. Self-help tended to be stressed, though 
a few wives urged their husbands to talk with a clergyman. Several 
wives turned the husband over to his parents, suggesting that they try 
to do something about him. In part, this action seems to have been linked 
with an attitude of blaming the parents for the husband’s behavior, but 
in some instances it appears also that the wife felt the husband’s parents 
might be able to convince him of his need ¢« zet help. Where there was 
much aggression by the husband, a few wives invoked the police for 
protection; others temporarily escaped to the homes of friends or rela- 
tives. Typically, then, there were both professionals and non-professional 
associates of the family who entered into the process of trying to deal 
with the husband’s mental illness. In the sample of thirty-three families 
studied thus far, private physicians have been of pre-eminent importance 
(23 cases), psychiatrists of only slightly less importance (18 cases), 
followed by the Veterans Administration Clinics or Regional Office (9 
cases), the police (8 cases) and the clergy (5 cases). 


The Role of the Physician 


Physicians were frequently consulted in the‘early stages of illness 
in those instances where somatic complaints were involved (12 cases). In 
several instances, serious organic conditions were associated with the 
mental symptoms and hospitalization was arranged as much for physical 
care as for treatment of mental illness. More often, the somatic com- 
plaints appear to have been either trigger mechanisms for the acute 
emotional disturbance, or themselves psychologically determined. In 


* Communication with the parental families at the time of hospitalization and 


subsequently is discussed in the following paper, “The Social Meaning of Mental 
Illness.” 
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these cases, the husband sought treatment for sinus headaches, high or 
low blood pressure, virus infections, etc., often after having absented 
himself from work for several days, and having manifested “jitters” 
and irritability at home. Almost all of these men received some treatment 
for the somatic complaint, though in several instances they were appar- 
ently told that there was nothing seriously wrong with them. Several 
received minor operations and medication from two or three physicians 
over a period of months before it became apparent either to the wife 
or to a physician that the basic problem was emotional. Ultimately a 
psychiatric referral was made by a physician in five of the nine cases 
of this type. Of the remaining four, two were picked up by the police 
and two others gotten to psychiatric consultation by the wives. 

The other half of the patients seen by a physician in the course of 
their developing symptomatology had gone for one of two reasons: either 
because they had manifested long-standing alcoholism and they were 
seeking treatment for this condition (often at the wife’s insistence), 
or because the wife (or, in two instances, the employer) already suspected 
that the husband’s problem was emotional and felt that the family 
physician was the person who could best make a diagnosis and advise 
what was to be done. Most of the patients for whom alcohol was a 


- major problem went to a succession of doctors and, sometimes, psychia- 


trists for short periods of ineffective treatment, They tended to enter 
the hospital through police action or on the advice of friends, 

In those instances where the wife sought from the family physician 
a confirmation of her fears that the husband might be mentally ill, the 
doctors tended either to make a direct psychiatric referral or themselves 
to arrange for the hospitalization of the patient. Our data, though not 
wholly adequate to the purpose, suggest the importance of communica- 
tion between the doctor and the patient’s wife in assisting the former to 
arrive at a tentative diagnosis and psychiatric referral. When the husband 
sought medical treatment for a somatic complaint which coexisted with 
manifestations of anxiety and even with delusional content, the physician 
saw only a very limited sample of the patient’s behavior. One may assume 
that few physicians would feel comfortabie making a diagnosis of mental 
illness on the basis of such limited observations. In instances when 
the wife talked with the doctor about the various aspects of her husband’s 
behavior which concerned her, the doctor tended rather promptly to 
make a psychiatric referral. Unfortunately such communication seems 
to have occurred rather infrequently when there was a clear-cut somatic 
complaint. 


The Role of the Psychiatrist 


A little more than half of the patients were seen by one or more 
psychiatrists before hospitalization was arranged. The most frequent 
single channel to a psychiatrist was through referral from a private 
physician (in 7 of 18 cases), but the husband’s family, the wife, friends, 
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or the husband’s employer also recommended or arranged for the patient 
to see a psychiatrist in a number of instances. Only one patient arranged 
to see a psychiatrist on his own. We do not have adequate knowledge of 
how particular psychiatrists were selected, but available evidence suggests 
that within this community a relatively small number of psychiatrists are 
involved in seeing acutely disturbed patients and that their names are 
learned through conversations with friends and associates. 

For about a fourth of our cases, seeing a psychiatrist offered a 
direct route to Saint Elizabeths Hospital or to the psychiatric ward 
of the D. C. General Hospital, through which many patients admitted 
to Saint Elizabeths pass. Six of the thirty-three cases were admitted 
briefly to private hospitals by their psychiatrists and four received shock 
treatment which produced temporary remission. Upon recurrence of 
symptoms some days or weeks after these patients returned to their homes, 
their psychiatrists recommended hospitalization at Saint Elizabeths, In 
six other instances the psychiatrist initially recommended psychotherapy. 
Two of these six patients had a few sessions, but by and large the recom- 
mendation of psychotherapy constituted a major source of discontinuity 
in dealing with the patient’s difficulties. Almost always the patient was 
so dismayed at the cost of treatment by a private psychiatrist that he 
would not seriously consider the prospect. Several of these patients tried 
to get psychotherapy through a public mental hygiene clinic, but they 
were confronted with the prospect that they would have to wait six 
months to a year for treatment. For these patients, then, there was fur- 
ther disturbed behavior, further discomfort to self and family until they 
went to the mental hospital either as voluntary patients, were picked up 
by the police and taken to the hospital, or were referred from some other 
source. : 

The suggestion that a person ought to “see a psychiatrist” or “have 
his head examined” is, in contemporary America, a fairly common way 
of saying that one feels irritated, exasperated and generally unsym- 
pathetic toward another person. If the patient lacked a real awareness 
of emotional discomfort as something wrong with him, he tended to react 
to suggestions from his wife or his friends that he see a psychiatrist with 
resentment, if not with fury. Often, however, the patient came subse- 
quently to have a greater awareness of his own need for help. In some 
instances the husband yielded to the suggestions that he consult a 
psychiatrist after he had previously “blown his top” when the subject 
was mentioned. It appears also that the suggestion of a psychiatric con- 
sultation was on the whole much more favorably accepted from a physi- 
cian than from friends or relatives. 


The Police 


Cases of police intervention are, by and large, manifestations of the 
most marked discontinuities in dealing with the patient’s illness, Not 
counting police pick-ups for drunken behavior, there were fifteen in- 
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stances of police intervention in nine cases in our sample. In six of these 
instances (5 cases) it was the wife who sent for the police, in another six 
instances the patient was picked up for disorderly or disruptive behavior 
in public places, and in the remainder police were called in by the family 
doctor to protect the wife. Police intervention tended to be a terminal 
stage where the physician or the wife asked for it, except in those in- 
stances where the police refused to intervene in what seemed to them to 
be family quarrels. When the husband was picked up for disorderly 
conduct, however, he was quite likely to be released to the wife or family 
who were told to work out some way of taking care of him. In general, 
police intervention was associated with extreme husband-wife conflict, 
and lower socio-economic status, though the number of cases involved is 
too small to serve as a basis for generalization. 


The Role of the Clergy 


In contrast to the police, the clergy tended most often to be involved 
(by either husband or wife) in the early stages of the husband’s sympto- 
matic behavior and seldom influenced the way the illness was dealt with. 
In instances representing each of the major faiths, the clergyman advised 


rest for the husband, commented that he seem worried or depressed, or 


advised not angering him by raising the question of psychiatric treatment. 
In only one of five instances was the desirability of psychiatric help for 
the patient suggested. 


Summary and Discussion 


The hospitalization of the mentally ill persons whom we have 
studied was seldom accomplished efficiently. It is our impression that 
persons suffering from severe physical illness would usually come under 
medical care and have hospitalization arranged with much greater dis- 
patch and much less lost motion. The lack of clarity as to what is hap- 
pening and the family’s inability to decide which way to turn is one 
important reason for the difficulty in dealing with mental illness. With 
physical illness there are relatively clear-cut patterns for getting diagnosis 
and treatment, even if these are not always followed; moreover, the 
patient is usually cooperative, at least to the extent of accepting profes- 
sional help. With mental illness the diagnostic process must, in general, 
go much further within the family itself in order to know where to turn 
for professional aid. 

Even after the problem had been tentatively recognized as one 
requiring psychiatric care, the wife was usually at a loss as to what she 
should do if her husband rejected the idea there was something wrong 
with him. Several wives were indeed told by friends or personnel in 
hospitals and clinics when they sought help that there was nothing they 
could do unless their husbands got into trouble with the police. It is 
interesting to note that none of the wives consulted social agency per- 
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sonnel as to how hospitalization could be achieved until after a physician 
had made a direct referral for them.? 

The difficulty of knowing who in the community were the “gate- 
keepers” to psychiatric care was, then, coupled with the wife’s difficulty 
in arriving at a stable definition of the nature of her husband’s problem. 
Some doctors, some clergymen, some policemen were able to recognize 
the nature of the husband’s problem and to help deal with it effectively. 
Others were less well informed about mental illness, less well able to 
recognize it and to assist the family. As a consequence, discontinuities 
of action were frequent, and paths to the hospital were beset with 
obstacles and traumata for husband and wife. 


* Three wives did seek budget supplementation after the husband’s illness 
kept him from working. 
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The Social Meaning of Mental Illness 


Marian Radke Yarrow, John A. Clausen, Paul R. Robbins 


The problems which mental illness precipitates are not confined 
within the family unit but are likely to have far-reaching implications for 
existing relationships between family members and persons outside. The 
mental illness of a family member can be regarded only partly as a “pri- 
vate affair.” The patient’s deviant behavior and (after hospitalization) 
his absence from home are sooner or later observed by others and neces- 
sitate some action or explanation. Unless all social contacts are cut off 
(a solution which has severe consequences and which is difficult to main- 
tain), there must be communication with others about the patient’s 
illness, even though communications about mental illness are likely to 
entail a variety of unpleasant and uncertain consequences for the com- 
municator. After the patient’s return from the hospital, further adjust- 
ments are required in the family’s communication and relationships 
with others. 

The present paper is concerned with the effects of the husband’s 
mental illness upon the family’s relationships with other persons. More 
specifically, it examines, from the perspective of the wife of the patient: 
(a) attitudes and expectations regarding the meaning or valuation of 
mental illness in our society and (b) the nature of communications 
concerning the mental patient which take place in his family and in his 
personal-social environment of friends, neighbors and co-workers. 

Unlike other stressful situations which may befall the family, such 
as death or physical illness, in which expectations regarding behavior are 
relatively clear, and in which forms of help and sympathy from others 
are socially prescribed and formalized, no similarly clear guides or pat- 
terns for response are apparent in the case of mental illness. The heritage 
of attitudes and practices regarding the “insane” has been one of “putting 
the patient away.” On the other hand, educational campaigns in the 
mental health field have long stressed the concept of “illness” rather than 
“insanity” and have emphasized the need for sympathetic care and 
treatment of the mentally ill rather than blame. 

These educational endeavors do not yet appear to have made their 
point, however. Findings' from recent studies of public attitudes toward 
mental illness reveal confusions as to what is mental illness, and attitudes 


*See for example: Woodward, Julian “Changing Ideas in Mental Illness 
and its Treatment.” American Sociological Review, 16, 1951, 443-454. Other 
recent researches, presenting more detailed analysis of the problem, both by the 
Survey Research Center, and by the National Opinion Research Center, are soon 
to be published. 
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of fear and rejection toward the mentally ill. The questioning of persons 
not themselves faced with problems of mental illness indicates that a 
majority of the general public would be inclined not to reveal the exist- 
ence of mental illness in their own family or to tell anyone that they 
are seeing a psychiatrist. The present study analyzes the extent and 
inanner of communication about mental illness in the families of 
mentally ill persons, 


Expectations of Social Reactions to Patient’s Illness 


Among the factors that influence the reactions of patients’ families, 
their expectations regarding society’s conceptions of mental illness are of 
great importance. There is one predominant expectation—that mental 
illness is regarded by others as a stigma. This feeling is expressed again 
and again, and spontaneously, in the interviews with the wives of the 
patients: 


“I’m not ashamed, but people who don’t know the hospital would take 
the wrong attitude about it . . . most people don’t understand the type 
of hospital. They would be afraid he was there because there was some- 
thing wrong with his mind. The ordinary run of people think Saint 
Elizabeths is a bug house. . . . You mention Saint Elizabeths and they 
throw up their hands in holy terror.” 


“I know things are changing but perhaps not fast enough. He feels it is 
a stigma to be in Saint Elizabeths. I personally don’t feel there is a stigma 
to mental illness more than any other kind. But growing up in Wash- 
ington, we always heard of Saint Elizabeths as a place you never got 
out of. I know that’s not true.” 


“T live in a horror—a perfect horror—that some people will make a crack 
about it to Jim (child), and suppose after George gets out everything is 
going well and somebody throws it up in his face. That would ruin 
everything. I live in terror of that—a complete terror of that.” 


The wives find it difficult to be explicit as to what they feel accounts 
for the expected hostilities and criticisms of society, or what they feel 
they forfeit with others’ knowledge of the husband’s mental illness, Some 
seem mainly concerned with a “psychological” stigma, i.e., they fear that 
people generally are suspicious, disrespectful or afraid of mental patients 
and that these attitudes will carry-over to their husbands. These wives 
ascribe to others stereotypes of the mentally ill as “crazy,” “screaming 
and uncontrollable” and the like. They also express feelings of uncertainty 
as to what people really think, despite what they may say when they 
learn of the husband’s illness. 

Wives’ fears are also of social discrimination, such as fears that their 
husbands’ jobs may be endangered if people know of his illness, worries 
that they will be “avoided” by old friends, anxieties that their children 
will be excluded from play groups or will be taunted by other children 
about their father’s illness. 
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Social status of the family is threatened in other respects as well. 
The “reputation” or the social “front” of the family as a congenial, 
happy group seems shattered. The marriage may be seen as a failure. As 
one wife describes this, ““We’ve had a lot of false pride which prevented 
admitting it to ourselves or to others. It’s hard to admit you can’t manage 
on your own.” Others fear pressure from family or friends to break up 
the marriage, to give up the husbands. 

The stigma of the illness is sometimes a matter of the “family name” 
being at stake, not only that of the immediate family but of the extended 
family as well. Thus, “I don’t know whether you know anything about 
Southern towns. There is still a lot of the old Southern pride. ‘This 
couldn’t happen to me’—that sort of attitude. ‘Get him off to a hospital 
so that nobody will know about it’—that’s the way his family felt.” 

Although concern about the reactions of others is expressed by 
nearly all of the wives, the greatest concern is manifested by wives who 
are attempting to maintain a relatively high social class position or are 
upwardly aspiring. The college trained women voiced greater fear about 
the status-damaging effects of hospitalization than the wives with high 
school education or less. 


_ Patterns of Communications 


The wives of patients differed measurably in the extent of their 
communication with others: roughly a third can be described as com- 
municating minimally, predominantly motivated to conceal; another 
third as communicating extensively, with the others distributed between 
the extremes. 

Anticipations of unfavorable reactions from others seem clearly to 
constitute a restraining influence on the wives’ disclosures, At the same 
time, confronted with the many psychological and material problems 
precipitated by the husband’s illness, these wives feel the need to turn to 
others for help. Almost without exception, and regardless of the extent 
to which they have informed others, signs of discomfort, uncertainty and 
unwillingness to reveal the situation to others occurred along with ex- 
pressions of need and eagerness to talk about the illness. We may look 
upon the resulting patterns of communication as kinds of resolutions of 
conflict which the wives work out. 

Several distinct patterns emerge as ways in which the conflict exists 
and is handled by the wife of the mental patient. One pattern of be- 
havior is organized by an orientation of aggressive concealment. Some 
of the wives responding in this way set about making drastic changes in 
living which serve to cut off as many former associations as possible. 
Living is rearranged so as to minimize or avoid the problems or “threats” 
which may stem from others’ knowledge of their husband’s illness. Con- 
cealment is as overt and thorough as possible, but there are, inevitably, 
some “leaks.” Concealment is never complete. It requires “patching up” 
of old explanations, inventing new “stories,” making new moves; in other 
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words, the concealment has to be kept up to date. In addition, the wife’s 
image of having concealed her husband’s illness does not correspond to 
reality. Many people do know something about her husband’s hospitali- 
zation, and in many instances she has given the information herself. 
These wives develop an accentuated concern regarding “who knows,” 
“how much they know,” “how they found out,” and what they will think 
of her. There is a tendency for the wife to feel that the information has 
spread, but she doesn’t know how far. 

With many stored-up feelings and problems, this wife is likely to 
look desperately for someone to listen to and be concerned with her 
problems. The characteristics of this pattern are illustrated in the fol- 





lowing responses of one of the wives. 


(Elements 
of 


conflict ) 


(Overt 
measures to 
conceal and 


“Of course it was all new to me. I had never known anyone 
like this before. At first I was a little ashamed, but now I’m 
getting to understand it better. I know that mental illness 
is just like physical illness. I don’t think people think about 
mental illness the way they used to. Of course, I have cut 
out seeing all but a couple of our friends, There are espe- 
cially some I have cut out. In fact, Joe asked me not to 
tell his friends while he was in Saint Elizabeths Hospital. 


There are two girl friends who know about it. One couple 
that we met and liked a great deal, they lived in the same 
apartment as us and know about it. He has been to see a 
psychiatrist and I know they would understand. There’s 
another girl friend who used to live in this apartment house, 


rationaliza- too, and she knows about it. But I’ve cut off all our other 
tion for friends. I didn’t tell them that I was giving up the apart- 
action) ment and I had the phone disconnected without telling 
anyone so they don’t know how to get in touch with me. 
I haven’t gotten too friendly with anyone at the office 
(Withholding because I don’t want people to know where my husband is. 
puts limits I figure that if I got too friendly with them, then they 
on wife’s would start asking questions, and I might start talking, and 
relationships) I just think it’s better if as few people as possible know 
about Joe.” 
(Accentuated She states that once when she was in the grocery store where 
sensitivity her husband had been employed, while waiting in line to 


to what others 
may be saying 


check out, she heard a clerk at the next counter talking to 
two customers, “You remember him—he was the red-head.” 


about her The two customers had turned and looked at her inquiringly. 
husband) “T am sure he was telling them about Joe.” 

(Intensified She states that last Saturday when she was feeling very 
need to find lonely and needed very much to talk to someone, she had 
a sympathetic seriously thought about coming to see the interviewer to 
listener ) talk to her at that time. 
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Other wives who are equally reluctant to communicate differ some- 
what from the wife described above in the extent to which they are able 
to manipulate the situation to avoid communication, They are more 
likely to be pushed by circumstances to impart information which they 
had not intended giving. This imparting is often regretted, resented. 
Little in the way of support or satisfaction derives from these discussions. 
When trapped by the situation, these wives still manage to maintain 
substantial reserve, not sharing with others or indicating the kind of 
personal impact which the husband’s illness has, For instance, Mrs. R. 
had told only a few intimate friends about her husband’s hospitalization. 
“It’s foolish,” she says, “to try to tell people who don’t know him.” At a 
point well into her husband’s hospitalization, however, she was forced 
into making this information known. She tells it this way. “One of our 
men friends called and asked for Bill. He didn’t ask where he was when 
I said he was away. Men aren’t as inquisitive as women, and it was easy 
for me to say that. The other night, a woman friend called to ask us to 
a party. When I said that Bill was away, she wanted to know where he 
was, so I told her he was in the hospital.” 

Another wife indicates the stress under which information is 
imparted, even to a potential source of sympathy and understanding: 
. “You were here, weren’t you, when Reverend H. asked me about it? 
I almost died when he did, but I said, I can’t tell the minister a lie. It 
took courage for me to do that, I tell you.” 

Another resolution of the conflict regarding communication is found 
in about half of the cases: Communication is determined on the basis 
of a clear demarcation of “ins” and “outs”; “There are certain people 
whom you tell, and not others.” The “ins” are variously defined, (a) 
there are those who will know because they are part of the problem or 
have been involved in the hospitalization of the patient, or (b) they have 
a “right” to know, or (c) they are people who will “understand.” Mrs. C. 
orders her communications in this way. She has told most of their friends 
of her husband’s hospitalization, particularly the friends in the church 
where she and her husband are active members. She states that her 
neighbors knew about the patient and had visited him. On the other 
hand, she has carefully concealed the information in other directions. 
She has written to her husband’s family and her family telling them that 
her husband is in the hospital for a “check-up.” “They don’t know what’s 
wrong. They know he’s in a hospital.” They don’t know where. The 
people at his work who know he is on two months sick leave are not 
told why. “They think he is just off on a rest. My husband doesn’t like 
for them to know.” 

Some wives seem not to consider seriously the feasibility of proceed- 
ing otherwise than with generally free reference to their husband’s illness. 
This is not necessarily easy or pleasant, or free of conflict, but serves in a 
variety of ways to reduce tensions. Thus, some wives are able to circum- 
vent discussing the husband’s mental illness by restricting discussions to 
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his organic problems, his “nervous exhaustion” and the like, communi- 
cating freely in this context. Mrs. S., for example, did not try to conceal 
her husband’s illness and hospitalization. She talked to nearly everyone 
she knew. She centers on the physical side of her husband’s difficulties, 
and this is quite feasible in light of her husband’s case. His psychotic 
symptoms followed a cerebral injury. She was, herself, in chronic conflict 
in deciding whether his illness was “physical” or “mental.” Only in pass- 
ing does she suggest some feelings of misgiving about exposing her prob- 
lems to others. She says she could go over and talk with her neighbors, 
but she doesn’t do this much. Further she reflects, “maybe I feel guilty 
about having put him in the hospital.” 

The other wives who communicate extensively with others do not 
comprise a homogeneous group in terms of motivations. It appears that 
these wives expect less dire social consequences (at least, they voice such 
fears less often than others). But individualized needs to inform others 
rather than needs to conceal ‘sometimes to express their antagonisms 
toward their husbands, to lay claim to others’ help, and the like) seem 
the stronger determinants of their behavior. 


Communication in Different Social Contexts 


Discussions of the husband’s illness occur in specific interpersonal 
relationships. The characteristics of these relationships may materially 
alter the meaning of the communication. For purposes of analysis, the 
wife’s social environment has been differentiated in terms of her rela- 
tionships with her children, the parental families, friends, neighbors, 
co-workers and professional persons. Communications follow very dif- 
ferent patterns in each of these contexts. The sanctions and p:«1ibitions 
which govern “normal” communication in these relationships, it is 
assumed, impose varying requirements on the wife which may be expected 
to influence communications involving the husband’s illness. In the 
period of acute decisions, when hospitalization is being decided and 
arranged, the wife’s discussions concerning her husband tend to be con- 
fined primarily to family members and to professional persons to whom 
he turns for counsel. Most often the latter is the family physician or a 
psychiatrist or both; occasionally the clergy. Rarely are friends or neigh- 
bors or co-workers summoned into this complex of decisions and con- 
flicts. After hospitalization, however, there are changes both in the set- 
tings and in the purposes of the wife’s communications. 


Communication with the Parental Families 


Communication among family members, as compared with com- 
munication beyond the family boundaries, occurs within a relatively 
“closed” system. By virtue of intra-family contacts and interdependencies, 
control over information is more limited than outside. If relatives are 
in close physical proximity, there is less possibility for the wife to avoid 
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giving some kinds of information, for example, about the husband’s 
absence from home. 

In two-thirds of the cases studied, either or both of the parental 
families live in or near the District of Columbia, and, in the great 
majority of these cases, they were either involved in hospitalizing the 
patient or informed about it. Where the illness was concealed from fam- 
ily members, these relatives almost always live some distance away. 
Motives for concealment are tied up with the stigma expectation (dis- 
cussed earlier), as well as with pre-existing states of feeling—knowledge 
that one’s own parents had reservations about the spouse or had opposed 
the marriage, or that parents or siblings were privy to previous inter- 
personal difficulties which may have helped precipitate the patient’s 
breakdown. 

Distinctly different patterns of communication are associated with 
different roles and positions within the family—with the husband’s family 
and wife’s family, and with older and younger children. In the decision 
period before hospitalization, the wife tends to turn to the husband’s 
family, Her questions of what to do about the husband, how to get him 
in the hospital, where to turn for help, are directed toward them. Directly 
and indirectly the wife communicates the idea, “Here, he’s yours—. You 


have had something to do with it. You have a responsibility for him now.” 


One wife, for example, sends her husband to his family just before hos- 
pital admission, as she says, in order that they may see just what she’s 
had to put up with, so that they’ll not blame her when she puts him in 
the hospital. She describes how they have made a “baby out of him” and 
have never been able to understand why she hasn’t continued to baby 
him as they have. In 18 out of 29 cases with living relatives, the husband’s 
family is brought in to assume some responsibility at this time. This 
compares with only three cases in which the wife’s family takes the same 
responsibility role. 

Running through the communications between wife and husband’s 
family in more than half the cases is a dominant theme of hostility. 
Accusations and counter accusations are made. Patience is short and 
criticisms are easy and frequent. Often the wife blames her husband’s 
personality or character defects, if not his illness, on parent-child relation- 
ships in his early childhood. The husband’s mother, on the other hand, 
may accuse the wife of keeping the husband in the hospital. The hus- 
band’s illness seems to have the effect of consolidating or accentuating 
the prior relationships between the wife and the parental families. Even 
where prior relationships have been good, the wife and the husband’s 
family are, with respect to each other, in roles which are most vulnerable 
for attack; i.e., they are the persons closest to the husband, and the 
persons, in the eyes of the other, most available for the ascription of guilt 
or responsibility for the illness. 

A specialized role of the wife’s family becomes apparent during the 
hospitalization period. While communication with them during the 
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initial stage (when the husband has been the focus of trouble and prob- 
lems) is extensive, it is only after the focus shifts to the wife’s problems 
(to problems of finances, of caring for the children, of what the hus- 
band’s illness has “done” to her), after the husband is in the care of the 
hospital, that the wife looks to her own family for help. In a sense, the 
wives assume the dependent daughter role. This shift within the families 
is documented in various ways: by sending the children (in some cases) 
to their family, by some of the wives moving in with their parents or 
married children, by expressing confidence in and receiving help from 
their family when financial problems arise. Financial help is offered by 
the wife’s family in 17 cases out of 33; by the husband’s family in 10: 
When financial help is given by the husband’s family, there is often an 
undertone of hostility. 

Visits to the hospitalized patient also reflect the differential respon- 
sibilities assumed by the two families. Of the husbands’ families who 
have been informed about his illness and who live in the Washington 
area, 17 out of 18 visit the patient at least once, of the wives’ families 
only 16 out of 27. The visits tend to produce many anxieties, and after 
one or two visits in the early weeks of hospitalization, most relatives 
other than wife and children, and sometimes the patient’s mother, are 
unlikely to return. Seeing the patient “disturbs (them) too much,” they 
“cannot bear to see what is happening” and they “don’t want to be 
around him.” A father who continues to visit his son comes each time 
only ten minutes before the close of visiting hours. This infrequency of 
visiting appears to be accepted by the wives with some understanding, 
and they seldom complain about relatives in this respect. Perhaps this 
reflects their own anxieties in visiting with the patient. The more frequent 
complaint about “in-laws” is that there has been little appreciation of 
the difficulty of this experience for the wife: “I feel hurt and feel they 
have not considered me. All they are concerned about is my husband.” 


Communication with the Children 


Our sample of families provides us with enough cases for analysis 
in two age groups: 18 families in which there are children 6 years old 
or younger, and 12 families with children of adolescent or adult years. 
Adolescent and adult sons and daughters tend to share intimately with 
the mother the problems of the father’s illness significantly more often 
than any other group of persons. In 7 of 10 cases the children become 
the mother’s confidants, carrying some of the load of responsibilities, 
sharing her uncertainties and anxieties. Reactions toward the father 
follow about equally frequently one of two patterns: (a) Either the 
children visit their father regularly and assume much the same role and 
attitude toward the illness as their mother or (b) they refuse to visit, 
expressing openly a great deal of hostility toward their father. 

In interpreting the father’s illness to younger children, almost all 
the mothers attempt to follow a course of concealment. The child is told 
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either that his father is in a hospital (without further explanation) or 
that he is in the hospital suffering from a physical ailment (he has a 
toothache, or trouble with his leg, or a tummy ache, or a headache). 
Only one mother spoke frankly about the illness from the beginning, 
explaining to her five year old that her father “had gone to the hospital 
because he was nervous and upset and that they were giving him some 
treatment to make him feel better.” While the mothers “protest” that 
theirs have been sufficient explanations, there is both insensitivity and 
uncertainty in their responses. (“She can’t see that he is sick so I guess 
she just doesn’t understand.” “I think any child under ten wouldn’t 
know what it’s all about.” “She never asks about it, I have never asked 
her what she thought was wrong, but I have often wondered what she 
thinks.” ) Mothers begin to look anxiously at the child in terms of his 
resemblence to the father, (“I hope he is not going to get real nervous 
like (his father)”); and to wonder about the “negative effect” of associ- 
ating with the father before he was hospitalized or of seeing him or 
“bad cases” in the hospital. 

Despite their resolutions to conceal as much as possible from their 
young children, sooner or later the mothers take them to visit the patient 
(14 of 18 cases). Following these visits, a few mothers become more 
candid. Thus, Mrs. Y. whose six year old had been told that her father 
was “sick in the hospital,” later tells her daughter that her father had 
had “a nervous breakdown, that his head was tired and that his brain 
was tired from working too hard.” Most mothers, however, stand by their 
original explanations, with minor embellishments, Mrs, F. told her five 
year cld that daddy was in the hospital because of a toothache. After a 
visit to the hospital, she doubts her daughter’s acceptance of this explana- 
tion and so adds that in addition to his teeth he has pneumonia, “and 
that’s why he has to stay in the hospital. I’ve taken her over to the hos- 
pital grounds and she didn’t say anything about it.” 


Communication outside the Family 


In a number of relationships outside the family, some explanation 
of the situation by the wife is virtually required, as for example in arrang- 
ing her own employment, in explaining her husband’s absence from work, 
in meeting financial obligations, in obtaining care for the children. Most 
often the wives define these circumstances as depersonalized “privileged 
communication.” Thus, a wife explains her circumstances to her employer 
with the understanding that this communication is held in confidence. 
Occasionally these necessities for communication are manipulated as 
means to an end. The creditor, the grocer, and the like are told with 
the hope of gaining some special consideration (refinancing a mortgage, 
getting food at a lower price, etc.). 

Information that wives allow friends and acquaintances is highly 
selective as to its content and the persons receiving it. Many persons are 
excluded who have normally shared other kinds of family information. 
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While all wives disclose the husband’s hospitalization to someone outside 
the family, approximately two-thirds of the wives deliberately conceal 
this information from particular persons or groups among their friends 
and neighbors and the persons with whom they work. (Extensive evasion 
is more frequent among the college trained wives than among wives 
with high school education or less.) In informing others of the fact of 
the husband’s illness (but without discussing the details of his illness or 
emotional impact upon her) the wife more often turns to friends than to 
neighbors or co-workers. Similarly, she more often grossly misinforms 
co-workers and neighbors than personal friends. There are, however, 
many exceptions to this pattern, and it does not reflect the ambivalences 
which exist with regard to these communications. We shall examine this 
process by looking at the wives’ behavior in greater detail. 

As might be anticipated, it is difficult for the wife to conceal the 
husband’s long absence, and her attempts to do so by avoidance and 
fabrication seriously threaten her relationships with others. Evasions, such 
as “my husband is in the hospital,” tend to lead to an unstable situation 
and eventually either to giving out the truth or more frequently to more 
definite deliberate distortions (“He has physical complaints.” “He is in 
the country, taking a rest.”). Concealment often becomes cumbersome. 
Thus, to keep the neighbors from knowing the husband’s hospital (having 
reported that he was in a hospital because of suspicion of cancer), Mrs. 
G. must rush to her apartment house to get the mail before her neighbors 
pick it up for her as they used to do. She has had to abandon second 
breakfasts at the drugstore with the women from neighboring apartments 
to avoid their questions. Before she can allow visitors in her apartment, 
she must pick up any material identifying the hospital, and so on. 

While the most radical attempts at concealment remove the wife 
from the sources of embarrassing questions, they serve also to isolate her. 
By sharply limiting her interactions with others she has little hasis for 
testing out her beliefs concerning their responses to her husband’s illness, 
and she drifts away from a reality basis for her perception of others. 
Mrs. E. illustrates this tendency. She has told few people about her 
husband, yet somehow she expects that everybody knows about it. “I’m 
sure they (neighbors) know he’s not here. They saw him go out with the 
police that night, I bet.” She refers to “hundreds” of people at the 
church who must know it, though she has told none of them. Her evalua- 
tion of these people follows: “Nobody has called and asked me to have 
dinner or anything. Nobody comes over. They act like you are contagious 
or something. I don’t understand people’s attitudes at all. It makes me 
so mad.” Much later, when her husband is home from the hospital, her 
hypersensitivity persists; she sees two people talking in the neighborhood 
and immediately assumes that they are talking about her and her family. 
Similar sensitivities play on many of the wives. 

Somewhere in the course of the husband’s hospitalization, for condi- 
tions individual to each case, tensions, isolation, and uncertainties are 
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likely to build up beyond a bearable level. At such a time there is a 
strong desire to seek out someone to whom she can pour out her feelings. 
Many of the wives find such a confidant, a person who listens without 
blame. An enumeration of the persons who have filled this role reveals 
its own pattern: a new boarder, a fellow-worker, a sister-in-law with 
whom she had little acquaintance before the husband’s illness, a neighbor 
who has a mentally ill relative, a minister, the interviewer, her grown 
children. Except for older children, the confidant is a person whose 
intimate role in the wife’s life is (or can be) confined to the present 
situation. Often the confidant dees not know the patient or the members 
of the parental family. The tangential characteristics of this relationship 
make it possible for the wife to terminate the intimate phase almost 
at will. 


The Reactions of Others 


To interpret the wives’ behavior, it is necessary to take account of 
their experiences in making the husband’s illness known to others, From 
the wives’ reports on the reactions of others, it seems clear that people 
are puzzled and confused upon learning of a friend’s or acquaintance’s 
commitment to a mental hospital and that they lack any clearly defined 
socially appropriate responses. There are confused expectations as to 
how a friend’s illness changes one’s responsibilities and attitudes toward 
him, how it changes (if at all) the patient’s relationships with his family, 
or how, indeed, it changes the patient. 

When friends and “neighbors learn of the illness, it is true, many 
come to help out—they take care of needed repairs in the house, or 
take in the child after school hours, or drive the wife to the hospital. 
Their more direct reactions to the illness, however, need examination. 
They take many forms: expressions of sympathy (three-fourths of the 
cases) , “verifications” of the rightness of the wife’s decision to hospitalize 
her husband or derogations of the patient (about half the cases), and 
reassurances to the wife that her husband will get well (often by relating 
accounts of others who have been ill and have recovered). This latter 
reaction is functionally an effective support to the wife and one which 
occurs with high frequency. In the experience of three-fourths of the 
wives in the study, people have told them about persons they have known 
(often their relatives) who have been in a mental hospital. One senses 
a kind of relief in the wife (and perhaps in her informant, too) in finding 
this avenue for discussing the husband’s illness, and there are often 
repeated exchanges about the progress of his case. Here the wife seems 
to feel less restraint than in other settings. 

After the patient is hospitalized, it would appear that people are 
less cautious than earlier in making critical evaluations of the patient or 
in commenting on his symptomatic behavior. Neighbors and friends now 
tell the wife what they observed or felt earlier. (““How could you have 
put up with him this long?” Friends who had noticed how “upset” he 
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had been “weren’t surprised he was hospitalized.” A landlady now tells 
the wife of the husband’s strange actions as he used to stand hidden to 
watch his wife when she came home from work each day.) 

Incongruities and insensitivities mark many situations in which the 
wife has informed others about her husband. For example, her efforts to 
“keep things going” meet with reactions such as “kidding” by co-workers 
about her lack of sexual relations since her husband’s hospitalization, 
advances from male friends since “she doesn’t have a husband now” 
or joking remarks about mental hospitals and mental patients. 

During the patients’ hospitalization there was rather thorough-going 
avoidance by friends and acquaintances. Normal expressions of concern 
for the welfare of one who is ill such as visits, written messages or gifts 
are avenues little used for the mental patient. According to the wives’ 
reports, 50% of the patients in this study had no visitors outside the 
family during all the months of hospitalization, 41% had only a single 
or a very occasional visitor, 9% had frequent visitors. Friends telephone 
the wife to inquire about her husband, with vague promises of “wanting 
to go to see him,” which never materialize. 


Communication after the Husband’s Return Home 


For the period following discharge, our data are still too limited to 
permit more than examples of reactions from acquaintances and friends. 
In a few cases (N-17) which have been followed up, it appears that in 
the early weeks or months, at least, social interaction seems to be faced 
by patient and wife with many of the same fears and conflicts which 
characterized the wife’s reaction during the husband’s hospitalization. 
Thus, the patient and his wife vacillate between escape (moving away, 
changing jobs) and “returning to normal” (going back to the same job, 
continuing old friendships and social participation). Again as during the 
hospitalization, there are social encounters which result in setbacks and 
which support the wives’ prevalent generalization “you just don’t know 
what people really think,” “you just don’t know what to expect.” 

Mrs. G., whose course of action during the hospitalization had been 
one of aggressive concealment (at her husband’s urging), reports serious 
problems of social relationships for herself and her husband. 


The interviewer asks, How about your friends, have you picked up the ones 
that you knew previously?—‘Not a one, we’ve had a bad time with that.” 
She describes a very close friend who called to say she was going to visit 
them on Tuesday and then called that Tuesday to break the appointment 
because she had to take her mother to’ the hospital. She made an appoint- 
ment for the following Tuesday. She called the following week and broke 
the appointment again. Mrs. G. reported seeing the friend’s mother down- 
town when she supposedly was in the hospital. Then Mrs. G. goes on to 
describe another friend, “She called to ask if we could come over for an 
evening. We went over and she and I were having a wonderful time in 
the kitchen talking and Joe and her husband sat in the living room. Joe 
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told me later that they sat there for one and a half hours and that all 
Jimmie said to him was hello, and then he did not say one word.” 


There are stories of success for the patient returning to his former 
employment— 


“He seems to have taken hold after he went back to work. He said it 
seems he was never away. I happened to talk to one of the fellows at work 
over the phone and he said that my husband acts just the same as before.” 


and of failure— 


“He had a terrible fear of facing people when he first came out. And when 
he went up to... (where he worked before) they had to send him away 
from there. He went all to pieces and he couldn’t work. I don’t know if 
it was the fact of facing people who. could ask him where he had been.” 


The systematic study of the post-hospital aspects of the social meaning 
of mental illness constitutes a continuing part of the present research 
project. 


Psychological Factors underlying Communication about the Husband’s 
Illness 


The data which have been presented on the wives’ communications 
present wide variations in kinds of disclosures about the husbands’ mental 
illness and kinds of attitudes towards communicating this information. 
Not only do the wives differ with respect to this behavior, but the individ- 
ual wife, too, shows many ambivalences and vacillations in her responses. 
If one considers in detail the various settings and circumstances of her 
communication, there is some predictability of disclosures and conceal- 
ments in terms of several underlying psychological conditions. As we have 
seen, wives define their situation generally as one which carries a social 
stigma, By virtue of this definition, telling other persons of the husband’s 
illness establishes a social relationship in which the wife (as well as the 
family) is placed in a disadvantaged position. This asymmetry of rela- 
tionships is inherent in nearly all of the social settings in which the wife 
communicates, but it is intensified in some and lessened in others. The 
kind and amount of communication vary rather consistently with the 
kind and amount of asymmetry involved in the relationship. Just telling 
the fact of illness is not at all comparable to confiding the problems and 
injuries it entails; the two kinds of communication must be distinguished 
in our analysis. 

Let us consider first the communications which are limited primarily 
to telling about the illness without the emotional components, Friends 
and family are recipients more often than neighbors or companions at 
work, While family and friends share the information regarding the 
illness, the wife does not usually confide the emotional significance of 
the experience. A judgmental role can readily be assumed by persons who 
have known the wife and husband over a long period of time, most 
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readily of all by the parental families. Undoubtedly the judgmental 
interactions between wife and in-laws have been important factors in the 
wife’s withholding of confidences. (Recall the counter-posed judgments 
of wife and husband’s parents—with wife blaming husband’s upbringing, 
and parents suggesting wife’s responsibility for the husband’s illness. ) 

The wives’ reluctance to confide in their own parents sometimes 
stems from a somewhat different judgmental relationship. A wife recalls 
her expectations and the hopes of her family for her successsful marriage. 
These have not come true. Her pride will not permit her to reveal the 
problems she has experienced with her husband. 

Confidences tend also to be withheld from friends (couples with 
whom she and her husband shared a social life), the wife feeling keenly 
a threat with respect to her role as wife. These resistances are verbalized 
in the example below. 


“Tt’s hard to talk about it. When I am unhappy, I’d rather be by myself. 
I don’t want people to know I am unhappy—we have lots of friends who 
could have been a help, but I just didn’t turn to them. I was too jealous of 
them and their little smug lives. I’d hear one of my friends fussing because 
her husband had done something that had irritated her, or a husband tell- 
ing me about something his wife had done, and I would think, you just 
don’t know what you have.” 


We should, then, expect to find in the relationships in which the 
wife’s behavior is confiding, conditions in which judgment or social dis- 
advantage is minimal. Least likely to confront the wife with judgments 
of herself, and with her past errors, are the newcomers in her life. These 
are persons who will know the story only as she tells it, who can be in- 
volved intensively at the time but, if she wishes, her relationship with 
them can be time limited and need not continue into her future. This is 
very much the picture of the confidants who have been described earlier. 

Confiding communications occur, too, in several settings in which 
relationships are continuing and intense. But in them the symmetry of 
the relationship is the important variable. Namely, grown children afford 
the wife’s greatest relief from self-control. In a very special way she is at 
no special disadvantage sharing confidences with them for they are equally 
close to the problem and have lived through and perhaps participated in 
the progressive difficulties. One other relationship within which the wives 
communicate with lessened tension is with persons who have themselves 
experienced mental illness personally or close at hand. 


Summary Interpretations 


Through the perspectives of wives of mental. patients, we have se- 
cured some understanding of the social meaning of mental illness to the 
family and to the persons in the familiar environment of the family and 
the patient. The generally conflictual aspects of the wives’ communica- 
tions about the illness—the needs for help and understanding but the 
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unwillingness to reveal the nature of the illness and the anxieties asso- 
ciated with it—have been apparent in their reactions. What is perhaps 
an obvious consideration that should not be omitted in attempting to 
explain these reactions is the nature of any data about mental disturb- 
ance. Namely, that any discussion at all of the problems which led to the 
husband’s hospitalization or which describe his current condition requires 
a revelation of many aspects of intimate, highly personal relationships 
between husband and wife. In any other context, we would not expect 
such personal problems to be aired and examined with others, 

In asking the wives about their communications and expectations, 
we have directed their attention “outward,” toward the impressions 
created and the responses forthcoming from the significant “others” who 
learn of the husband’s illness. In so doing we have emphasized the social 
or cultural side of the process—the attempts at face saving, maintaining 
a front, etc. We have given little attention to the significance for husband- 
wife relationships of the information which is disclosed about the hus- 
band’s illness. This information and the wife’s expressed affect in giving 
it may serve to mobilize supportive understanding from others. It may, on 
the other hand, be used aggressively by the wife against the patient. Fur- 
thermore, discussion of the patient’s illness while he is hospitalized may 
contribute in important ways to the psychological situation confronting 
’ him when he returns from the hospital. These problems require further 
study. 

Certain practical implications which can be drawn from the present 
data for problems of patient rehabilitation, meeting the needs of relatives 
of patients and public education regarding the mentally ill will be touched 
on in the final paper in this issue. The specific behavioral and attitudinal 
phenomena observed in the families of mental illness can be seen, too, in 
terms of more general social psychological theory. The social psycho- 
logical situation of the family and the mechanisms of adjustment utilized 
by them in many ways parallel the dynamics of minority group-belonging, 
conceptualized by Lewin.? The position of the minority member is char- 
acterized by feelings of under-privilege and marginality. The social en- 
vironment consists of many unknowns in reactions from others, as well as 
expected and experienced social distance. The minority member con- 
siders attempts at concealment (attempts to “pass”). His tendency to 
interpret ambiguous social contacts as rejection or hostility based on 
ethnic grounds dramatizes his hyper-sensitivity. Ambivalent acceptance of 
imposed negative evaluations by others exists side by side with his seeking 
out of we-groups for closer associations (others with the same character- 
istics or experience). 

Each of these reactions has been manifested many times in the 
wives’ responses to the husbands’ mental illness. Similarly, there are close 
parallels between these data and the data reported in studies of adjust- 


* Lewin, K. “Self Hatred Among Jews,” in G. Lewin (ed.), Resolving Social 
Conflicts (New York: Harpers, 1948), pp. 186-200. 


47 








ment problems of the physically injured and handicapped* which have 
also been systematized within the minority framework. Regardless of the 
setting, similar sensitivities in social communications and concerns are 
verbalized. The comparative findings from the several specific settings, 
therefore, suggest the applicability of an integrated theory which applies 
to various circumstances of social threat or social stigma. With a common 
theoretical orientation we may, on firmer ground, proceed with social 
action programs designed to help the individual (patient, family, minor- 
ity member) and to change public attitudes. 


* Barker, R. “The Social Psychology of Physical Disability,’ The Journal 
of Social Issues, 4, 1948, 28-34; and White, R. K., Wright, B. A., and Dembo, T. 
“Studies in Adjustment to Visible Injuries: Evaluation of Curiosity by the 
Injured.” Journal of Abnormal and Social Psychology 43, 1948, 13-28. 
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The Wife of the Mental Patient 
and the Hospital Psychiatrist 


Leila Calhoun Deasy and Olive Westbrooke Quinn 


The wife of a man who has been hospitalized as a mental patient 
for the first time finds herself in an anomalous position—she has not been 
prepared by personal experience to play this role, she probably has few 
role models within her immediate purview, and in most instances she 
feels constrained not to talk to others about the situation. Coupled with 
this is her need for knowledge on the basis of which to make important 
decisions. She wants to know what to expect of the future, whether to 
plan for a long or a short-term illness; whether to attempt to maintain 
the present residence or to move in with reiatives or friends; whether to 
count on the husband for future financial support or to make an effort 
to establish other means of support; whether to try to maintain the family 
intact or to seek divorce. And she may have pressing psychological prob- 
lems which contribute to her discomfort: she may be concerned about 
her re'e in the etiology and/or-precipitation of her husband’s illness; she 
may worry about possible fundamental changes which’ may take place 
in her husband as a consequence of the disease process (about which she 
is likely to know little or nothing) ; she may fear the repercussions of the 
illness for herself and her children. 

There is one group of professionals to whom she may legitimately 
turn in this uncomfortable situation, however. In our society, when one 
is confronted with serious problems of sickness and disease, one turns to 
the physician, who by training and experience has been prepared to as- 
sume responsibility yor the care of those who need him. And when her 
husband is hospitalized in a mental hospital, the group of doctors from 
whom the wife seeks information, advice, and support is the psychiatrists 
there, the medical specialists whose function it is to care for the men- 
tally ill. 

We attempted systematically to ascertain wives’ expectations of, 
demands upon, and experiences with staff members of the hospital where 
their husbands were resident patients, At each interview the wives were 
asked whether they had seen a staff member at the hospital. If they re- 
ported that they had seen a staff member or had made an effort to see 
one, they were asked why they had wanted the contact, what the outcome 
was, and how they had reacted to this experience. Findings based on the 
wives’ perceptions of their interactions with the psychiatrists necessarily 
reflect the bias of the wives’ position. Their accounts may not be objec- 
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tively accurate, but it may be as important to know what these wives feel 
the reality of the situation to be as to know the objective facts. 


The Hospital Setting 


There are several avenues of contact with the hospital open to rela- 
tives of patients. The admitting physician routinely contacts the wife (or 
nearest relative) of the patient in order to secure information about the 
patient’s medical and social history. The social worker on the service to 
which the patient is admitted sends a card to the wife asking her to come 
in for an interview. The social work department also provides limited 
group therapy for some relatives of patients. If in the judgment of the 
social worker the wife can benefit from participation in such a group, 
she is invited to attend its meetings. The psychiatrists, too, may suggest 
to the wives that they attend meetings of the relatives’ group. In addi- 
ion, the wives, when they visit their husbands, have access to nurses and 
attendants from whom they may seek information about the husbands’ 
apparent state of illness. 

At any given time there are normally 350-390 patients and no more 
than eight psychiatrists on the service where this study was conducted. 
Twenty-three of the psychiatrists who had been on the service at some 
time during the progress of the study were available for questioning. In 
an effort to balance the picture presented by the wives we interviewed 
these psychiatrists, seeking their reactions to the requests which the wives 
reported they made of the hospital physicians. With respect to each re- 
quest we asked the psychiatrist to say whether, in his judgment, (1) it 
was one which the wife of a patient might reasonably expect the psychia- 
trist to grant (or, in the case of a question, to answer); (2) it was a 
request (or question) made difficult or inappropriate by the nature of 
the illness; and (3) it was a request (or question) not properly the realm 
of the psychiatrist at all, or one inappropriate because of the public hos- 
pital setting. In addition, we asked with respect to each request, (a) 
How would you handle such a request? and (b) Would you expect to 
be able to send the wife away satisfied with this contact? 

We also attempted to get the psychiatrists’ perceptions of their inter- 
actions with patients’ wives. The following questions were used for this 
purpose: 


1. Do you have much contact with families of patients? When (in the 
course of the patient’s illness) and under what circumstances are you 
likely to see patients’ families? (Who initiates contact and for what 
reason? Setting in which contact usually takes place? What goes on?) 


2. There are those who say “a sick patient is nearly always a reflection of 
a sick family.” To what extent and in what ways do you think this 
applies to the husband-wife situation? 


3. What are the characteristics of a “good wife” of a patient? 
g p 


4. What are the characteristics of‘a “bad wife” of a patient? 
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Psychiatrists in this situation had not so much freedom of response as 
had the wives, and it may be that a less structured interview would have 
produced quite different data. Interviews with psychiatrists were struc- 
tured to provide a framework which would make more meaningful the 
material elicited from the wives. 


Concentration of Contacts Upon Medical Staff 


In their reports of efforts to contact members of the hospital staff 
the wives concentrated almost exclusively upon the psychiatrists. Delib- 
erate efforts to see a staff member were usually directed at one of the 
physicians on the service. Ninety-six per cent of all expressions of criticism 
and 72% of all expressions of praise were concentrated upon the medical 
staff. The wives reported that they tried to contact the chief of the 
service, one of the staff psychiatrists, or the doctor they thought to be in 
immediate charge of the care of their husbands. They were sometimes 
referred to a social worker by one of the physicians, and they occasionally 
sought out the social worker when they thought he could help them, but 
for the most part they focussed their attention and made their demands 
upon the medical staff. 

Some of the wives reported that they depended upon the nurses and 
attendants for reports of their husband’s day-to-day progress and for 
suggestions for dealing with the husband’s behavior during visiting hours, 
and at least one of the wives reported a great deal of support from one 
of the nurses. The psychiatrist, however, was the authority figure, and 
most of the wives were not content to take their problems elsewhere. 


Nature of Contacts Sought 


These wives sought contact with hospital psychiatrists to secure in- 
formation about the husband’s illness, to get help with personal problems, 
and to attempt to alter the course of hospitalization. The detailed cate- 
gorization of the reasons the wives gave for seeking out the psychiatrists 
along with the number of wives who were involved in each type of 
contact is given below: 


1. The wives seek information about: 

. Nature and cause of illness (23 wives) 

. State of illness (How is he getting along?) (26) 

. Treatment planned; what it will do (23) 

. Prognosis (23) 

Likelihood of recurrence (4) 

What to expect of the husband (post-hospital) (15) 
. How to cope with the convalescent husband (23) 

. Routine hospital procedures (12) 


sm mo ao op 


2. With respect to personal problems the wives want: 
a. Help in securing financial aid (4) 
b. Advice on financial problems relating to the husband’s illness (11) 
c. Help with problems relating to the husband-child relationship (5) 


51 








d. Assurance of blamelessness in the husband’s illness (2) 

e. Sympathetic help with former errors (2) 

f. Recognition of problems relating to the husband’s illness (5) 
g. Help with feelings for husband (6) 

h. Assurance of participation in therapy (3) 


3. In seeking to alter the course of hospitalization the wives request: 

. That the husband be advanced from one ward to another (7) 

. That the husband be given “ground privileges” (6) 

. Different or additional therapy (10) 

. That the husband be granted visits or privileges on special occasions 
as Christmas and Thanksgiving (13) 

Trial home visits for the husband (16) 

That the husband be released (14) 
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Satisfaction and Dissatisfaction with Contacts 


There are significant differences among categories of contact with 
respect to the rejection wives experience and the dissatisfaction they 
express. Of a total of 574 requests reported,’ 71% were efforts to secure 
information, 20% were attempts to change the course of hospitalization, 
and 9% were direct requests for help with personal problems. In their 
accounts of these contacts the wives reported that the physicians some- 
times attempted to give them the information they sought or to grant 
their requests and sometimes refused information or rejected their re- 
quests. They reported a significantly higher rate of rejection of efforts to 
change the course of hospitalization (40%) than of requests for infor- 
mation (16%) or for help with personal problems (15%) .? 

When requests for information were rejected, the wives expressed 
dissatisfaction with 63% of these contacts; when such requests were not 
rejected, dissatisfaction was expressed for only 13% of the contacts. It 
appears that if the wives felt that their questions had been answered they 
were likely to find such contacts relatively satisfactory, even though. the 
answers might be unpleasant or disturbing. Unsuccessful attempts to 
alter the course of hospitalization resulted in reports of dissatisfaction 
with 41% of such contacts; contacts in which such attempts were suc- 
cessful were reported unsatisfactory in 19% of the cases. 

We have seen that the wives reported they were rejected much more 
frequently when they sought to alter the course of hospitalization (40%) 
than when they asked for information (16%). Expressions of dissatisfac- 
tion, however, were more frequenily attached to failures to obtain infor- 
mation (63%) than to failures to effect changes in the course of hospi- 
talization (41%). Each of the differences reported here is statistically 
significant, and if the total pattern of the wives’ responses to contacts is 
taken into account, the difference between the two categories of contact is 


*There were not 574 separate contacts, for one contact might represent 
several requests, : 
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very great indeed. Wives complain that they cannot get the information 
they want, and the majority of their expressions of dissatisfaction reflect 
this complaint. 


TABLE 1 
CoNnTACTS FOR WHICH Wives REPporT DISSATISFACTION OR NO DISSATISFACTION 











PuRPOSE REQuEsT REJECTED REQUEST NOT REJECTED 
° 

enti No Dts- Dis- No Dis- Dis- 

SATISFACTION SATISFACTION SATISFACTION SATISFACTION 

For 

informa- 25 (37%) 42 (63%) 288 (83%) 58 (17%) 

tion 

To alter 

the course 27 (59%) 19 (41%) 55 (80%) 14 (20%) 

of hospital- 

ization 








What we have presented in tabular and statistical form is illustrated 
by statements made by the wives. The following quotation is repre- 
sentative: 


“They leave you hanging about twelve feet off the ground. That’s the only 
trouble with psychiatrists, They don’t tell you anything. . , I didn’t learn 
anything other than they aren’t going to give him any treatment. It didn’t 
answer my question. They never tell you anything. It looks like after all 
the training they’ve had they’d be able to give you some definite answers. 
It isn’t like I’m a child . . . like I was a 6-year-old who can’t understand 
anything.” 


And closely allied to their feelings that information is withheld is the 
complaint (made by more wives than any other single charge) that the 
doctors are not available to relatives. 


“He just talks with you out in the hall. He does not call you into the 
office because then he might have the problem of getting rid of you.” 


“The doctors never have any time to talk to you.” 


Many of the wives coupled their statements about their inability to see a 
physician with comments to the effect that “the doctors aren’t interested 
in me.” 


The Psychiatrists’ Appraisals 


In general, psychiatrists accept as theirs the responsibility to inform 
the family, and they are inclined to reserve for themselves the prerogative 
of directing the course of the patients’ hospitalization. Each psychiatrist 
was asked to appraise each of the requests reported by the wives. In the 
majority of the cases (67%) they judged it reasonable and proper for 
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the wives to come to them for information and to expect their questions 
to be answered. They considered it their function to inform the wives on 
questions of diagnosis, prognosis, treatment, coping, and the like, though 
there are differences in the degree to which these questions were consid- 
ered answerable. When the psychiatrists termed information requests “un- 
reasonable,” they stated that it was because the nature of the illness made 
the particular question involved difficult to answer. They expected that 
the degree to which these contacts would be satisfactory to the wives 
would vary with the type of information sought and with the personality 
and intellectual attributes of the questioner. 

Requests which seek to alter the course of hospitalization were less 
likely to be judged reasonable and proper (48%). But not all such re- 
quests were rated equally overbold, and a look at the differences among 
these requests from the wives in this respect may give us a clearer view of 
the psychiatrists’ conception of their complementary roles vis-a-vis the 
care of the patient. Requests that the patient be moved to a “better” ward 
or that he be given “ground privileges” got but little sanction (17%) ; 
requests for different or additional therapy and for the husband’s release 
were a little better received (35%); and requests for trial home visits 
were judged more reasonable still (61%). Requests for home visits at 
Christmas and Thanksgiving met much greater acceptance (87%) than 
did others in this general category. This hospital makes every effort to 
get the patients out for these important holidays, and the staff welcomes 
any indication that the family wants the patient on these occasions. 
Similarly, though in less degree, staff members are receptive to the sug- 
gestion that a patient might be allowed trial visits at home, for it is felt 
to be important that the wife evince a desire to have her husband at home. 

In addition to assessing requests as reasonable and practicable, the 
psychiatrists appraised their own ability to send the wives away satisfied 
with their contacts with the medical staff. It is interesting that in two of 
the major categories of contact, requests for personal help and efforts to 
alter the course of hospitalization, the physician’s estimate was in line 
with what the wives reported. In the third area, requests for information, 
his level of expectation was significantly lower than his achievement. On 
only two of the information questions did the wives report less satisfactory 
contacts than the psychiatrists anticipated: (a) the question of diagnosis, 
where the difference was slight, and (b) the question of the state of the 
husband’s illness (ie., how is he getting along?). On all other questions 
the psychiatrists’ performance, (as reported by the wives) exceeded their 
expectations, It was frequently asserted that the wives are likely to be 
dissatisfied with contacts in which they ask about prognosis because they 
cannot really comprehend the answer to their question, for it is not pos- 
sible to reduce the explanation to simple lay terms. Yet the fact is that 
less dissatisfaction was expressed in this area of information than in 
any other. : 


Reports of dissatisfaction stemming from direct request for personal 
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help were too few for statistical analysis. We believe that such requests 
are often oblique, being implied in information questions. We do find that 
when the wives asked advice on financial problems the psychiatrists felt 
they had satisfied these requests by referring the wives to the social service 
department, The wives, however, were dissatisfied with these contacts, 
and we believe that this is because the doctors tended to deal with the 
manifest question, while the latent content may be more important to the 
wives. When a wife asks, “Should I take a job?” she is not asking for 
direct advice; rather, she is asking to be told how she ought to plan her 
life, what she can expect of the future. And she expects the psychiatrist 
to understand the intent of her question and to answer it accordingly. 
Again, in judging their ability to deal with attempts to alter the 
course of hospitalization, most of the psychiatrists confidently expected to 
be able to send the wives away satisfied with contacts in which they re- 
quested trial home visits (20 of the 23 psychiatrists reported such expec- 
tations). We have reported earlier that psychiatrists judged such requests 
to be relatively reasonable and proper and considered the granting of these 
requests to be in line with hospital policy. The physicians seemed to say 
that they welcome such requests and are quite happy to grant them—if 
the wife really means it when she says she wants her husband at home. 
But there was also the strong implication, sometimes made explicit, that 
many times the wife does not want the husband and will be better satis- 
fied if the request is refused. Despite the psychiatrists’ feelings that they 
were able to judge these requests in such a way that the wives would be 
pleased with their decisions, the wives were often angered by refusal. 


Limits of Responsibility 


How does the psychiatrist see himself in relationship to patients’ 
families? We shall examine this question by reporting on the limits of 
responsibility vis-a-vis patients’ wives which psychiatrists set for them- 
selves, and by presenting data on the ways in which the doctors manipu- 
late their interactions with wives. How do psychiatrists assess the wives 
of patients, and what do they expect of them? We shall comment on 
these factors by describing the perceptions which psychiatrists report 
of the personal integration of patients’ wives, and by delineating profiles 
of those wives to whom the doctors respond positively as opposed to those 
to whom they respond negatively. 

The twenty-three psychiatrists we interviewed seemed to focus atten- 
tion almost exclusively on their patients. They said that they initiated 
contacts with relatives only during the early period of the husband’s hos- 
pitalization, when they interviewed family members for the purpose of 
getting information about the patient. Thereafter, contacts almost always 
came at the initiation of relatives. The infrequency of contacts between 
relatives and doctors which characterizes the patient’s stay in the hospital 
continues up to the patient’s release. We know that the period imme- 
diately preceding the husband’s release from the hospital is crucial for 
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wives, for we found a marked increase in the wives’ efforts to contact the 
doctors then; yet only one psychiatrist reported an increase in the inci- 
dence of contacts with relatives immediately preceding the patient’s re- 
lease. This doctor does not seek relatives out directly: he reported, “I 
usually make the request (for contact with relatives) through social serv- 
ice or the patient. I rarely contact relatives directly.” 


Most of the psychiatrists stated that the primary responsibility of the 
hospital staff is to its patients and that relatives should be cared for either 
by social service or by agencies not connected with the hospital. They 
also recognized that relatives need help from some source. They were 
asked whether they thought emotional illness in the patient was a reflec- 
tion of acute disturbances in intrafamilial relationships. Only two of the 
interviewees stated that this was rarely true; the others who gave classi- 
fiable responses stated that this was true to some degree, “In the cases I’ve 
seen so far—almost every one;” “often this is true—part of the picture 
. .. the more detail you go into the more apparent it becomes that there 
is something in the family situation (but) I do not think this is all there is 
to the illness;” “It certainly wasn’t 100% true. Sure the wives are neurotic 
—but as for being more than in the general population, I don’t know. 
There were quite a lot of people that you’d think had fairly strong charac- 
ter structures.” 


Many of the doctors reported that these women needed help. How- 
ever, they usually do not on their own initiative make themselves avail- 
able to the wives of their patients, although they report that many of 
these women need and could benefit from such contacts. Responsibility 
for looking after her own emotional needs, or for seeking treatment on 
the outside, is left up to the wife. 


To what extent are the psychiatrists permissive of the emotional 
problems of patients’ wives? We attempted to tap this dimension by asking 
psychiatrists to delineate the personality characteristics of the “good wife” 
of a mental patient, and the “bad wife” of a mental patient. Twenty of 
the twenty-three interviewees used terms which are indicative of sound 
mental health and which indicate positive attitudes toward the hospital 
in describing the “good wife.” She is the person who “is aware of her 
own feelings about her husband and can express them; is sincere, honest, 
straightforward, mature. Has insight. She lets the doctors alone, accepting 
the authority of the hospital. She feels the hospital is helping the patient, 
that the paiicnt should be in the hospital, and she cooperates with the 
hospital’s plans for the patient.”* The same proportion said of the “bad 
wife” that she exhibits signs of emotional disturbance or immaturity and 
is not approving of the hospital. She is “insecure, selfish, dominating, has 
poor judgment. She has no insight into the patient’s illness, will not see 


® One psychiatrist descri ed the “good wife” as wanting to know all she 
could find out about her husb&nd’s-illness in order that she might be able to act 
intelligently. | 
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that she can help or has faults; is incapable of understanding or controll- 
ing her own hostility. She expects a quick recovery, thinks the doctors 
should do more for the patient and get him out faster; she pushes the 
doctor, maintains a critical attitude toward the hospital, tries to thwart 
the hospital, and takes a great deal of the doctor’s time.” 

The psychiatrists, though accepting the probable existence of emo- 
tional disturbance in many of the patients’ wives, nevertheless respond 
positively or negatively to them to the degree that they are perceived as 
mentally healthy persons who will be understanding and accepting of the 
physicians and of the institution in which they function, Indications of 
inadequate functioning on the psychological and social levels are not 
perceived within a therapeutic framework. 


Summary 


It has been reported that wives go to psychiatrists at the hospital 
most often with questions about etiology, diagnosis, prognosis, and for 
suggestions as to how they should deal with the husband both while he is 
in the hospital and after he returns home. They go to doctors seeking help 
with their personal problems. They report dissatisfaction with their in- 
ability to secure information from the doctors on matters about which 
they are most acutely concerned, and with the inaccessibility of the 
doctors. 

Psychiatrists have demonstrated their awareness that there are 
crucial areas in which they do not fulfill the.needs of patients’ families. 
Two important reasons for their inability to meet families’ needs are 
pointed up by the psychiatrists’ responses: (1) the nature of psychiatric 
illness is such as to make it difficult to answer many of the wives’ ques- 
tions and to grant their requests concerning their husbands; (2) the 
patient load in institutionalized psychiatric practice is great, and to some 
extent as a consequence of this, the emphasis in institutionalized psychi- 
atric practice is on treating the patient and not the family. 


Interpretations 


Practically all of the women from whom our material has been 
drawn are persons who had had little or no experience with psychiatry or 
psychiatrists prior to their husbands’ present illness. They evinced no set 
of attitudes specific to the medical specialty of psychiatry. Our analysis 
of data derived from these wives concerning their experiences with physi- 
cians at the hospital leads us to believe that they expected these doctors in 
this setting to respond as the general practitioner who is the “family doc- 
tor” ideally responds. Therefore, in order to understand wives’ expecta- 
tions of, demands upon, and experiences with staff psychiatrists of a hos- 
pital where their husbands are resident patients, we must first look to the 
generalized definition of the role of the physician in our society. We can 


abstract this image from the writings of those who have concerned them- 
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selves with the problem of the role of the doctor. Parsons and others* have 
indicated the following crucial aspects of the role of the doctor: (1) he 
is a person of high technical competence; (2) his first concern is for the 
welfare of his patient and the fainily with which the patient forms a 
psychological unit; (3) he serves as an authority figure who directs the 
course of treatment and keeps the patient and his family informed; (4) 
he is understanding and permissive of the emotional problems of both 
patient and family, while maintaining a measure of emotional distance 
from both. 

It may be that the picture of the doctor that Parsons and others have 
drawn is a highly idealized construct which has little practical applica- 
bility. Perhaps the realities of the doctor-patient-family relationships are 
quite different from this ideal construct, but the ideal has a kind of 
reality in that from it certain expectations of the doctor derive. The result 
is that there is in the public view the notion that this is what doctors 
ought to be like, and departures from the ideal are disappointing. 

The medical profession shares this public view of the ideal doctor. 
Recent programs for public education undertaken by the American Medi- 
cal Association have used the print, “The Doctor,” to symbolize the pro- 
fession and its work. This print, according to Henry B. Richardson, 
symbolizes the ideal of the family practitioner and “is as well known as 
Whistler’s mother.”® A public relations pamphlet issued by the AMA, 
“The Human Side, the Business Side of Medical Practice,” advises doc- 
tors to remember that “it is from fond memories of the horse-and-buggy 
doctor . . . that people draw their conception of the ideal doctor.” 

There is growing recognition, however, that it is increasingly difficult 
to find concrete examples of the ideal. In an age of specialization there 
are many who mourn the passing of the general practitioner and call 
upon the medical profession to provide the services which he is presumed 
to have given. William C. Menninger, writing on this subject, points out 
that “the family doctor is a vanishing species.” He refers to the family 
doctor’s role as “an old and glorified role,” adding that this man saw 
the family as a unit and was the doctor of the family rather than of one 
of its members. He contrasts with the family doctor the modern practice 
of seeing patients in highly professionalized and impersonal settings, and 
he remarks that in the present trend toward specialization it might be 
well to look at some of the benefits of the methods of the family physician.® 

If we can assume that there is this public view of the social role of 


* Parsons, Talcott, The Social System. Glencoe, Illinois: The Free Press, 1951 
(especially Ch. 10, “Social Structure and Dynamic Process: The Case of Modern 
Medical Practice,” pp. 428-479) ; Minna Field, Patients are People. New York: 
Columbia University Press, 1953; William C. Menninger, M.D., ‘Psychiatry 
and the Practice of Medicine,” Bulletin of the Menninger Clinic, Sept., 1953, 
V. 17, No. 5. 

° Richardson, Henry B., M.D., Patients Have Families. New York: The 
Commonwealth Fund, 1945, p. 147. , 

° Menninger, William C., M.D., Op. cit., pg. 170-179. 
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the doctor, it then becomes possible to abstract from our findings the 
wife’s expectations of the psychiatrist in the mental hospital setting. She 
expects him to be an authority figure: to serve as a source of information, 
to direct the course of treatment, to give advice on problems which are 
not themselves strictly medical problems, but which relate to the hus- 
band’s illness. The «wife expects the psychiatrist to inform, to advise, and 
to act on the bas: of his specialized training. She expects that when she 
asks questions about her husband’s illness the psychiatrist will be able to 
give her answers on the basis of which she can make decisions. She expects 
him to understand that the illness works hardships upon the family of the 
sick person and to be sympathetic toward the family on this account, The 
wife expects the psychiatrist to recognize that she may have emotional 
problems related to the husband’s illness and to give her support. Dis- 
satisfaction occurs when the wife feels that she has been denied some- 
thing to which she is entitled, and she assesses her rights in terms of a cul- 
turally defined set of expectations of the social role of the doctor. 

We have observed earlier that failure to effect alterations in the 
course of hospitalization is not so closely bound up with expressions of 
dissatisfaction. This is understandable in exactly the same terms as is 
the great dissatisfaction which centers about efforts to obtain information. 
The physician is seen as an authority figure: not only does he serve as a 
source of information; it is his prerogative as well as his obligation to 
direct the course of treatment. When the physician rejects wives’ attempts 
to alter the course of hospitalization, his action may be interpreted as 
evidence that the patient’s welfare is his first concern and that he is exer- 
cising his authority according to the dictates of his trained competence. 
To put it more simply, wives may feel that they have a right to informa- 
tion, but that they have no real right to interfere with the course of hos- 
pitalization of the patient. Such feelings are in line with the public view 
of the role of the physician. 

There are many reasons to account for the fact that there are 
crucial areas in which the hospital psychiatrists do not fulfill the needs 
of patients’ families, The present state of knowledge in the field of psy- 
chiatry is such that many of the wives’ questions are virtually unanswer- 
able. Added to this problem is that of the understaffing of mental 
hospitals, The service on which this study was conducted has a more 
fortunate doctor-patient ratio than most mental hospitals (approximately 
1:45), but the individual psychiatrist’s patient load is very heavy. Psy- 
chiatrists often reported they had not enough time to care for their 
patients, much less to meet the needs of patients’ families. A barrier of 
a different order exists in the cluster of attitudes which psychiatrists 
express concerning the integration of patients and their wives. Doctors 
sometimes stated directly and more often implied that since certain 
factors in the husband-wife relationship contributed to the husband’s 
illness, it was the duty of the psychiatrist to stand between his patient and 
the wife in order to protect the patient. They defined the limits of their 
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responsibility by indicating that the patient is their problem, and that 
the wife should seek help elsewhere (a recommendation which they 
often recognized was not feasible because of the prohibitive cost of private 
psychiatric treatment and the inadequate clinic facilities in the Washing- 
ton area). 

This orientation toward patients’ wives is to some extent a function 
of general attitude which prevails among psychiatrists and psychoanalysts 
in private as well as in institutional practice: if treatment is to be 
maximally effective, the therapist must limit his relationship to that with 
the patient, and there should be as little contact and communication 
with relatives as possible. This attitude, of course, is in direct conflict 
with the expectation that the doctor will be permissive of the emotional 
problems of the patient’s family, and it suggests that the general role 
of the doctor is in part inappropriate to the psychiatrist. 

Our assertion that the wives bring to the institutional setting their 
generalized expectations of the physician does not imply that the psy- 
chiatrists are obligated to meet these expectations, In the practice of 
institutional psychiatry there are problems, both structural and _ philo- 
sophical, not common to other branches of medicine. But there are in 
the findings of this study certain implications for action in the field of 
mental health. Recent studies suggest that the greater proportion of 
mental patients hospitalized for the first time for functional disorders 
are able to return to the larger society within a year after admission.” If, 
as many believe, mental illness is a function of a “sick situation,” it 
would seem advisable to alter some of the factors in the familial situation 
which may have contributed to the onset of a patient’s illness. In addition, 
the heavy burdens which come with the hospitalization of the husband 
for a psychiatric disorder would be lessened and made more bearable 
for the wife if more support could be provided her. We must conclude 
that there is a pressing need for a more critical look at present facilities 
for treatment of psychiatric disorders as they relate to the families of 
patients. 


* Based on unpublished studies of cohorts of first admission to several state 
hospitals, made by the Biometrics Branch, National Institute of Mental Health. 
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Further Observations and Some Implications 
John A. Clausen and Marian Radke Yarrow 


In the space of a final few pages, we wish to pursue two objectives: 
first, to round out our progress report on the study of the impact of 
mental illness by indicating very briefly the nature of our preliminary 
findings in areas of the research not touched on in the preceding papers 
and, second, to point up certain implications of the foregoing papers. 
The present issue has dealt with only three of the five major research 
questions indicated in the research formulation (p. 8). Our focus in 
this series of papers has been upon impact as it reflects the meaning 
of mental illness and the way that mental illness is handled in our 
society. Subsequent publications will deal with the way that the develop- 
ment of mental illness affects the patterning of relationships within the 
family before, during, and after the hospitalization of the ill member, 
the way that the families get along in the absence of the ill member, and 
the rehabilitation process. Because these questions are so central to any 
consideration of the impact of mental illness upon the family, we shall 
summarize below some of the findings and hypotheses that are emerging 
from preliminary analysis of the data. 


Family Income and Living Arrangements 


It had been anticipated that many families would require financial 
assistance from social agencies during the husband’s hospitalization. 
In fact, very few did so, and these only temporarily during the days or 
weeks of most extreme crisis. Aid from parents, veteran’s pensions, 
savings, and income from roomers helped tide over the families during 
the husband’s absence. Less than half of the wives had been employed 
before their husbands were hospitalized; three-quarters were employed 
as of two or three months later. In the period of high employment 
during which the study has been conducted, wives experienced relatively 
little difficulty in getting secretarial and clerical jobs. Had the general 
economic situation been less favorable, the families might have faced 
more acute problems in getting along. 

About a fourth of the wives moved, to save on rent, to be more 
conveniently located for transportation to the hospital or place of work, 
or to provide the husbands with a fresh start after their discharge from 
the hospital. We have not yet attempted to marshal our data on the 
meaning of these moves to the patient or to children in the family. Nor 
have we attempted to assess the meaning that the patients attach to 
their wives’ employment. This appears to be a potential source of conflict 
since many of the wives seem determined to hold on to their jobs after 
the husband’s return. 
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The Husband’s Return to Home and Employment 


Roughly two-thirds of our patients were discharged from the 
hospital within a year of their entering it. All of these patients returned 
to live at home. This was a surprising finding, in view of the many 
reports by mental hospital social workers of the frequency with which 
families reject the patient. Quite clearly, several of the wives did con- 
sider terminating the marriage by separation and divorce, but all in our 
sample resolved the question in favor of another try. It is hypothesized 
that a recurrence of the husband’s illness, especially if it produces the 
same traumatic developments as were involved the first time, is likely 
to represent the “last straw” for some of these wives. It appears, how- 
ever, that complete rejection of the patient is not very frequent after 
a single relatively brief period of hospitalization. 

The range of husband-wife relationships following hospital dis- 
charge has been very wide. One or two wives feel that their husbands 
were never psychologically healthier and their marriages never h ppier. 
For example, one comments: “He matured at least ten years in the 
hospital.” A number report that their husbands are getting along well, 
with no apparent residuals of the pericd of acute illness. In many, 
however, it appears that feelings of anger, frustration, and of being 
badly used persist. The husband’s having been'a mental patient does 
not always mean that he has been accorded the “sick” role or that the 
wife’s attitudes toward his behavior have changed. Indeed, we have a 
very strong impression that her underlying system of values and her 
feelings show a remarkable degree of persistence. 

On the subject of the patients’ return to employment, we can say 
little more than that the group divided almost evenly between those who 
returned to their former jobs and those who took new jobs. The varied 
circumstances surrounding the decision to return or not return to the 
old job, when it was still available, make it difficult even to guess which 
course tends to be most stressful. A hypothesis that seems worthy of 
systematic testing is that communication between the patient and per- 
sonnel in the job situation during the hospital period is significantly 
related to ease of return and lack of stress after return to the old job. 
Where someone from his shop or office (especially a supervisor) visited 
the patient during his hospitalization, it appears that the patient had 
much less anxiety about encountering his fellow workers after his dis- 
charge from the hospital. Subsequent data collection and analysis will 
seek to explore this topic more thoroughly. 


Implications for Mental Health Programs 


The research here reported was conducted in a large city with 
relatively good psychiatric services and with a high level of exposure 
to mental health educational materials. It is apparent, nevertheless, 
that few people possessed the kind of knowledge of mental illness and 
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of the facilities for its care, or the kinds of attitudes toward seeking help 
with emotional problems, that would permit them to take effective action 
when faced with this type of problem. What kinds of information might 
be made available to the general population so as to facilitate more 
effective assistance to families which face the problem of mental illness 
and so as to minimize the trauma? What kinds of information can be 
given to potential gatekeepers, so that they will, indeed, be able to assist 
the afflicted family which does not know where to turn? What additional 
approaches can be developed to deal with these problems? 

As workers in the field of public health have increased their atten- 
tion to chronic illness, health educators have sought to make the public 
aware of the danger signs by which such illnesses can be detected. Con- 
stellations of signs and symptoms can be tersely described as warning 
signs calling for a medical evaluation. This approach is obviously 
unsuited to the field of mental illness. The manifestations of mental 
illness are varied and, as we have seen, their interpretation requires a 
knowledge of context. Moreover, involvement with the ill person may 
lead one to interpret the manifestations of mental illness as signs of some- 
thing else. Perhaps in no other realm of human life can it be said more 
aptly “a little learning is a dangerous thing.” One can well imagine the 
consequence of having any large segment of the population preoccupied 
with assessing whether or not friends and associates are in good contact 
with reality. , 

The mental health educator, then, faces a dilemma. Information to 
clarify signs of illness, to rid people of stereotypes of “crazy,” “incurable” 
and the like is necessary to change beliefs about mental illness. This is 
not enough, though in another sense it can easily become too much. 
Changes in attitudes toward mental disorder and toward obtaining help 
with emotional problems do not necessarily follow changed beliefs. 

Our data very strongly support the conclusion that to educate 
toward a view that mental illness is just like any other illness is not 
likely to be wholly effective, for it ignores the real distresses and threats 
involved for the persons closely associated with the patient. It would 
be hoped that a psychologically more realistic approach for changing 
attitudes could be developed. Such an approach, it is suggested, should 
not attempt to attack and completely undermine present defenses by 
substituting an intellectualized denial of the anxieties associated with 
emotional problems and mental illness. : 

Perhaps one lead in this direction would be to recognize the general 
value system in our society with regard to getting help. There is an 
ethic of being able to handle one’s own problems by oneself, which 
applies not only to psychiatric problems. There are circumstances, 
however, in which it is acceptable to seek help for personal troubles 
without its being a sign of character weakness: for example, in physical 
illness, in unemployment (since the 1930’s), in legal difficulties. In each 
of these situations it is all right to seek help for the personal problems 
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involved. In each of these situations, too, there are relatively clearly 
structured courses of action to follow for getting help and relatively 
clear expectations as to what one will receive. 

Perhaps there is some generalization which can be made to the 
field of psychiatric problems. It is hypothesized that there would be less 
resistance or reluctance in recognizing emotional problems and in seek- 
ing help for them if the course of action to follow in getting help, the 
visibility of the help-sources and the expectations of what would be 
received were more clearly structured. 

We have seen that families experiencing emotional troubles tend 
to turn to certain professional groups before seeking psychiatric aid— 
namely to the clergy, doctors, lawyers and the police. These groups 
are important gatekeepers to mental health services. They need techni- 
cal information on the signs of illness and how mental health services 
can be obtained in their local community, as well as understanding of 
the problems posed for the family by the patient’s illness. This would 
include understanding the place of communication with the family, 
taking into account the consequences of past hostilities and frustrations 
and the inevitability of defenses against the recognition of mental illness. 

There is need for research oriented toward evaluating the effects 
of various kinds of help to the families of mental patients. It appears 
that few mental hospitals have sufficient resources of staff and facilities 
to offer patients’ families more than token services at the present time. 
If, however, it could be demonstrated that the availability of more sub- 
stantial help to the family would significantly lower the rate of readmis- 
sions to the hospital, additional resources might be made available. It is 
our hope that more ambitious programs of group therapy for wives, 
with greater involvement of the psychiatric staff of the hospital, can be 
established and studied in one or more settings in which this research 
will continue. Again, we should like to study the effects of increased 
communication between the patient and his former associates (except 
when this is therapeutically contra-indicated), and the rehabilitative 
potential of a much greater measure of psychological support to patient 
and family in the early days of his return from the hospital. It is our 
belief that new developments in the rehabilitation of mental patients 
will come not only from the application of clinical hunches, but from 
the imaginative design of “demonstration” or “pilot” projects to test 
hypotheses derived from the study of the patient in the home and the 
community. 
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Letter to the Editor 


Geoffrey Gorer 


August 15th, 1955 


In the current number of The Journal of Social Issues (Vol. XI, 
No. 2) Dr. Maurice Farber has thought it fitting to animadvert editorially 
on the article which he had previously solicited from me.’ This seems to 
me rather peculiar behaviour, somewhat like kicking a gift-horse in the 
mouth. I do not wish to discuss American academic manners—a subject 
on which I am not well informed; but I should be grateful for space to 
comment on a couple of his comments. 

In a footnote, p. 56, Dr. Farber appears to wish to controvert or 
modify the material in my article on the role of the police in England in 
the following terms: 


“In a recent informal interview carried out in England with a respond- 
ent who had spent his childhood in London’s East End, we were informed 
that the police were regarded by him and his associates as venal and cor- 
rupt!” 

(The single ‘a respondent,’ the plural ‘we,’ and the exclamation mark 
are all Dr. Farber’s.) 


American readers may not know the implication of the phrase “spent 
his childhood in London’s East End.” The East End—especially the dis- 
tricts south of the Thames—would convey to any English reader the sug- 
gestion of a lower working class area and, as such, according to my article, 
an area where criticism of or hostility to the police would be expected. 
Some boroughs in the East End, notably Stepney and Whitechapel, have 
been reception centers of foreign immigrants for some time—East Euro- 
pean Jews, Irish, and more recently Negroes from the West Indies. Mem- 
bers of such groups, while they are imperfectly assimilated, are not likely 
to reflect the more general English attitudes. Connected with the presence 
of these immigrants (in all likelihood) in these boroughs, extreme political 
parties—fascist and communist alike—are more vocal and more active 
than in most other parts of the country, and members of these political 
groups also tend to be (understandably) hostile to the police. If Dr. Far- 
ber’s footnote is meant to indicate anything more than the fact that he 
had a chat in England he should at least have identified his informant 
“and his associates” by social class, by ethnic group, and by political 
attitudes. 


* Editor’s note: The article to which Mr. Gorer refers was entitled “Modifica- 
tion of National Character: The Role of the Police in England.” Dr. Farber’s 
oe were made in his concluding article, “The Study of National Character: 
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Further down on the same page, Dr. Farber again tries to controvert 
my hypothesis on the role of the English police as follows: 


“An alternative hypothesis, that the English character structure has 
not markedly changed and that the kind of police force established was 
already a reflection of the national character, is in no way precluded.” 


This seems to me to be irresponsible comment. There is an enormous 
weight of historical evidence that the behaviour of the English urban 
population has changed very greatly during the last century and a half; 
my bibliography to the article gave a number of references by which this 
statement could be documented (my book, of course, many more) ; and 
no responsible English critic has questioned the historical facts, though 
some of them are no more sympathetic to my hypothesis to account for 
the change than is Dr. Farber himself. 

In the earlier part of his article Dr. Farber is severe about other 
scientists’ techniques of research and eloquent in his demand for “the 
visibility of research operations.” Such criticisms would come more suit- 
ably from a person who demonstrated the same rigorous standards in his 
“criticism operations.” 
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